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EXPERIMENTAL STUDIES IN ECZEMA 
II. A CORRELATION OF THE CHEMISTRY WITH THE_IRRITA- 


BILITY OF THE SKIN OF ANIMALS UNDER NORMAL AND 
UNDER EXPERIMENTALLY INDUCED CONDITIONS * 


JOSEPH V. KLAUDER, M.D. 
AND 
HERMAN BROWN, BS. 


PHILADELPHIA 


REVIEW OF PRIOR STUDIES 

In a previous communication ' we reported results of a study of the 
irritability of the skin of rabbits and cats to chemical irritants under 
experimentally induced conditions. Prior to experimentation (the 
animals on a mixed diet), a definite amount of different dilutions of 
croton oil in olive oil and a 10 per cent solution of turpentine in olive 
oil was applied to the skin of one side of the animal. The reaction thus 
caused (expressed in terms of + to + + +) was compared to the reac- 
tion resulting from a similar application on the untreated side of the 
same animal after experimentations. There was a considerable varia- 
tion in the cutaneous reaction of different animals, under normal condi- 
tions, to the aforementioned applications. No variation in the cutaneous 
reaction to these applications was noted in the same animal, under normal 
conditions, examined at varying intervals. 

In these studies it was observed that the cutaneous irritability of 
rabbits and cats was altered by a diet consisting exclusively of greens, 
oats, hominy, tankage and buckwheat, decreased after a diet of all greens 
and increased following other diets, with the exception of buckwheat, 
after which it remained unchanged. 

There was a striking decrease in cutaneous irritability following 
injections of calcium chloride and also as a result of narcosis. Most 
of the colloidal substances injected, including human serum, decreased 
cutaneous irritability. Cutaneous irritability remained unchanged after 

* From the Research Institute of Cutaneous Medicine. 

* Read at the Golden Anniversary Meeting of the American Dermatological 
Association, Philadelphia, May, 1926. 

1. Klauder, J. V., and Brown, Herman: Experimental Studies in Eczema: 
I. Study of the Sensibility of the Skin of Rabbits to Chemical Irritants Under 


Experimentally Induced Conditions, Arch. Dermat. & Syph. 11:283-301 (March) 
1925. 
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lethal and sublethal injections of hydrochloric and oxalic acids, after 
removal of the spleen, pancreas and suprarenal gland. Experimentally 
induced hepatitis and nephritis and also a sublethal dose of neo- 
arsphenamine increased cutaneous irritability. On the whole the state of 
cutaneous irritability could not be correlated with blood chemistry 
studies, particularly the calcium content of the blood. 

Some evidence was thus obtained to show that metabolism of basic 
substances, particularly calcium, plays a role in determining altered 
irritability of the skin. The experimental work of Luithlen was 
reviewed, from which he concluded that the metabolism of bases plays 
an important role in altering the irritability of the skin. The results of 
our experiments were discussed, with particular reference to the role 
played by the metabolism of bases in altering cutaneous irritability. 


PURPOSE OF STUDY AND METHOD EMPLOYED 


The purpose of our studies now reported is to correlate the chemistry 
of the skin of rabbits with reference to the mineral content (calcium, 
magnesium, sodium and potassium) with cutaneous irritability of the 
animal under normal conditions, after various diets and after an experi- 
mentally induced state. 

In this study the aforementioned technic of determining cutaneous 
irritability employed in our previous study was carried out. Normal, 
mature rabbits were used. The animals were males, as well as females, 
of varying color and weight. 

The skin * was stripped from the animal after it died or was pur- 
posely killed; the hair and underlying fat and connective tissue was 
removed by scraping with a knife, and the skin was dried to constant 
weight at 105-106 C. All calculations are based on the dry weight. 

The dry skin was ashed according to the method of Stolte.* The ash 
was extracted by boiling with water containing concentrated hydro- 
chloric acid, the insoluble matter being filtered off and the filtrate made 
up to 200 cc. Aliquot portions were taken for analysis. 

Calcium was precipitated as the oxalate and determined by titration 
with hundreth normal (N/100) potassium permanganate solution. 

Magnesium was estimated in the solution after the calcium precipita- 
tion as the pyrophosphate. 

Potassium was precipitated as the cobalticnitrite and determined by 
titrating with hundredth normal (N/100) potassium permanganate 
solution as outlined by Kramer and Tisdall * for potassium in the blood. 


2. For a detailed description of the methods of analysis see Brown, H.: 
The Mineral Content of Human, Dog, and Rabbit Skin, J. Biol. Chem. 
68: 729-736, 1926. 

3. Stolte, K.: Biochem. Ztschr. 35:104, 1911. 

4. Kramer, B., and Tisdall, F. F.: J. Biol. Chem. 46:339 (April) 1921; ibid. 
46:467 (May) 1921. 
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Sodium was estimated by the difference from the combined weights 
of potassium and sodium chlorides. 


RESULTS OF STUDY 

Normal Rabbits—vTable 1 shows the results of studies on the 
mineral content of the skin of normal rabbits. In this study 
eighteen rabbits were used. Prior to study the animals were in the 
laboratory for one month on a mixed diet which consisted of alternating 
feedings with beet pulp, oats, hay, greens and bread. Cutaneous 
irritability was determined, following which the animal was killed and 
the entire skin removed and subjected to chemical analysis for calcium, 
magnesium, sodium and potassium. The amount of these bases is 
expressed in terms of milligrams per hundred grams of dry skin. The 
total content of bases and the percentage of each base to the total base 
is also given. As noted in our previous study, the cutaneous irritability 
of normal rabbits on a mixed diet varied considerably. The amount of 
each base as well as the total base varied considerably. The variation 
was greatest with magnesium, as much as 300 per cent. The variation 
was much less with sodium, still less with potassium. With calcium the 
least variation was noted, a maximum range of 60 per cent. 

In correlating the degree of cutaneous irritability and the mineral 
content of the skin, it is of considerable interest that the less the irrita- 
bility the greater the likelihood of a high calcium content, and vice versa. 
A striking example of this,is shown in rabbit 71, in which cutaneous 
irritability was the mildest observed and the calcium content the greatest 
obtained—18.9 per cent to the total base. Contrawise in rabbits 64 
and 67 the sensibility was the most marked observed and the percentage 
of calcium to the total base the smallest—12.2 per cent. 

This relation between a decreased cutaneous irritability and an 
increased calcium content of the skin was not present in all of the 
animals. It was present, however, to the extent of 70 per cent, which 
we believe is of significance, and warrants the statement that such a 
relation apparently exists. 

The variation of magnesium and sodium content of the skin was 
so great that no correlation could be made between such content and 
cutaneous irritability. With potassium, however, the relation between 
cutaneous irritability and the percentage of this base to the total base 
appeared to be inverse to that of calcium; i. e., the less the irritability 
the greater the likelihood of a low potassium content, and vice versa. 
This relation, though not so striking nor as frequently present as with 
calcium, nevertheless, was present to the extent of 66.3 per cent. 

No correlation could be made between the degree of cutaneous 
irritability and the amount of total base. 
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The chart represents graphically the relation between decreased 
cutaneous irritability and an increased calcium content. A unit of skin 
irritability is a 1 + reaction of the skin to the chemical irritant employed 
in testing the skin and is represented by ten. A = reaction is represented 
by five; thus, a 3 + reaction becomes thirty units. The total of such 
units in each experiment shown in table 1 is plotted with the range of 
the calcium content in the same experiments. 
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After Various Diets —Table 2 shows results after various diets. In 
this study the animal was maintained for a definite period on an exclusive 
diet of greens (kale, spinach, cabbage, lettuce, some carrots), tankage 
(diet high in protein) or oats. Cutaneous irritability was determined 
before and after such diet, and the animal killed and the skin analyzed. 
The change in cutaneous irritability was as observed in our previous 
study—decreased after a diet of all greens, increased after an oat diet 
and unchanged after a tankage diet. 

Since the entire skin of the animal was required for chemical analysis, 
it was obviously not possible to conduct such an analysis before and 
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after the respective diets. It sufficed necessarily to compare the figures 
obtained for mineral content with those obtained in the experiments 
shown in table 1 for normal rabbits on a mixed diet. Such was the 
purpose of the experiments. In such comparison there was no striking 
change. The percentage of the respective bases was within the range 
as observed in table 1. The figures for total base are, however, higher 
than those in table 1, and the absolute amounts of sodium and potassium 
are somewhat increased. Again it will be observed that a decreased 
cutaneous irritability could be correlated with a high calcium content 
and a low potassium content in many but not all of the experiments. 
Such association was present in 62.5 per cent of the total experiments. 
This percentage pertained to both bases. The experiments in which 
the aforementioned correlation could not be made mostly concerned those 
involving an oat diet. 

Other than an increase in the absolute amounts of sodium and potas- 
sium the evidence does not justify any statement relative to diet changing 
the mineral content of the skin. It should be borne in mind, however, 
that it was not possible to perform chemical examination of the skin 
before diet to compare with the examination after diet. 


After Various Treatments—Table 3 shows the results of chemical 
analysis of the skin after injecting calcium chloride into rabbits, tenth 
normal hydrochloric acid and parathyroid extract (Collip’s), and after 


ultraviolet ray exposure. As observed in our previous study, there was 
a striking decrease in cutaneous irritability after subcutaneous injections 
of calcium chloride, and it was unchanged after injections of tenth 
normal hydrochloric acid. Following injections of these drugs in the 
amount and strength employed, the animals succumbed. There was no 
change after exposure of the animal to ultraviolet rays. This treatment 
was administered for five consecutive daily treatments, with an air 
cooled quartz lamp, for five minutes, at a 10 inch (25 cm.) distance, to 
each side of the animal after the hair was removed.* 

Following subcutaneous injections of parathyroid hormone (Col- 
lip’s), a total of 12.5 units, administered in eight consecutive injections 
three times daily, there occurred a decrease in cutaneous irritability in 
three of the four animals studied. After injections of parathyroid 
hormone we observed, as reported by Collip, that an increase of the 
blood calcium may or may not occur in rabbits as it uniformly does 
in dogs. 


5. With the lamp employed, one such treatment to the human skin produced 
vesiculation; to the rabbit, however, only erythema. As a result of five such 
consecutive treatments to the rabbit, only erythema and scaliness were produced, 
no vesiculation or pigmentation. In order to produce pigmentation it was neces- 
sary first to prick, lacerate.or abrase the skin; following ultraviolet ray exposure, 
pigmentation appeared at these sites. This occurred in all but white rabbits. 


After Various Treatments 


Mineral Content of Skin of Rabbits 


a 


TABLE 
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Again, correlating decreased cutaneous irritability with a high cal- 
cium content and a low potassium content such association was present 
in 50 per cent of all experiments. 

Comparing cutaneous irritability in the animals before and after 
injections of calcium chloride and of parathyroid hormone and the 
calcium content of the skin, it is not possible to conclude definitely that 
such injections altered the mineral content of the skin. It should be 
borne in mind also that it was not possible to perform chemical examina- 
tion of the skin before treatment to compare with such examination 
after treatment. 


REVIEW OF LITERATURE ON MINERAL CONTENT OF SKIN 


There is a paucity of recorded knowledge on the chemistry of human 
skin, as well as of animal skin. Recently, however, much has been 
contributed in the latter regard by leather chemists. 

It appears that Luithlen® was the first to record chemical studies 
of the mineral content of the skin of rabbits. The amount and propor- 
tion of calcium, magnesium, sodium and potassium which he found in 
the examination of the skin of a few rabbits are similar to the figures 
observed by us and reported here. 

Klose * reports a study of the chemistry of the skin of new-born 
infants, involving ash, fat, sodium, potassium and chlorine content. His 
figures for sodium and potassium are similar to our figures for these 
bases in human skin.* From this study Klose concludes that the skin is 
the first part of the body called on to store water in pathogenic condi- 
tions ; and it is also active in mineral metabolism, storing and eliminating 
mineral substances, independent of the water metabolism. 

Wilson ® enumerates only sulphur and phosphates as among the 
inorganic constituents of the skin of animals and Seymour-Jones *° 


6. Luithlen, F.: Veranderungen des chemismus der Haut bei verschiedener 
Ernahrung und Vergiftungen, Arch. f. exper. Path. u. Pharmakol. 69: 365-374, 
1912. 

7. Klose, E.: Zur Kenntnis der Korperzusammenmsetzung bei Ernahrungs- 
storungen; Der chemismus der Haut bei Ernahrungsstorungen, Jahrb. f. Kinderh. 
91:157-181, 1920. 

8 One of us (H. B.) is separately reporting (footnote 2) comparative 
figures for the mineral content of the skin of man, the dog and the rabbit. 
In human skin the calcium content ranged from about 35 mg. per hundred 
grams of dry skin to about 60 mg.; magnesium from about 25 mg. to 
about 40 mg.; sodium from about 330 mg. to about 400 mg.; potassium from 
about 170 mg. to about 275 mg. The calcium and magnesium content were lower 
and the sodium and potassium content higher than in rabbits. 

9. Wilson, J. A.: The Chemistry of Leather Manufacturing, New York 
Chemical Catalogue Company, Am. Chem. Soc. Monogr., series 1925, p. 65. 

10. Seymour-Jones, F. L.: The Chemical Constituents of Skin, J. Indust. & 
Engin. Chem. 14:130-132, 1922. 
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found phosphates and aluminates in small quantity associated with 
keratin in the epidermis, and small quantities of various mineral sub- 
stances, chiefly sodium and potassium chlorides, calcium and magnesium 
phosphates, in the blood. Seymour-Jones states that the mineral con- 
stituents of the skin are negligible. 

The most notable contribution to the organic and inorganic chemistry 
of the skin of animals is made by McLaughlin and Theis.*! They point 
out that the skin is composed of water, protein, glycogen, minerals, fats 
and fatlike bodies which are present in definite proportions. These 
investigators give quantitative figures of the foregoing constituents in 
the corium in different animals (steer, cow, bull, heifer and goat). The 
mineral content of the corium of these animals consisted of silicate, 
ferric oxide, magnesium oxide, sodium chloride, chlorine, sulphur 
trioxide and phosphorus pentoxide. Their quantitative figures for these 
substances need not be recorded here. McLaughlin and Theis point out 
that the quantitative contribution on animal skin composition which they 
have found recorded is that of Rosenthal,’? who in 1916 recorded the 
protein and ash composition of the skin of the dog, the calf and 
the goat. 

The foregoing are essentially the only references we found on the 
chemistry of human and animal skin. 


COMMENT 


The metabolisms of calcium, magnesium, potassium and sodium are 
of vital importance to cellular activity. Doubtless these elements play 
an important role in the ionic activity of cutaneous tissues in relation 


to the pathogenesis of eczema. It appears to us that in a study of the 
pathogenesis of eczema the chemistry of the skin, although heretofore 
neglected, is of more direct relation than the chemistry of the blood 
which has been much studied, abnormal observations having been con- 


sidered of etiologic importance. 

Eczema may be regarded as a pathologic process in which the 
cutaneous neurocellular mechanism is out of equilibrium. The basis 
of the disorder may be in the chemical composition of the cell or in its 
physical and electric state. Disturbed neurocellular mechanism inti- 
mately concerns the vegetative nervous system,’* the endocrine glands 
in relation to the latter and the physics and chemistry of the cell. Ina 
discussion of the foregoing it becomes imperative to quote freely the 
studies of physiologists, cytologists and biochemists. 


11. McLaughlin, G. D., and Theis, E. R.: Notes on Animal Skin Composition, 
J. Am. Leather Chemists A., August, 1924, p. 428-441. 

12. Rosenthal, T.: J. Am. Leather Chemists A. 11:463, 1916. 

13. Our studies pertaining to the vegetative nervous system and the irritability 
of the skin of rabbits will be reported later. 
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The media of all living cells contain neutral salts in solution, chiefly chlorides 
of sodium, potassium and calcium, and variations in the salt content have corre- 
sponding effects on irritability. In general there are three chief conditions affect- 
ing the activity and irritability of the cell, which are directly dependent on the 
neutral salts of the medium: (1) the properties of the plasma membrane, e. g., 
its physical state or consistency and its permeability; (2) the electrical polariza- 
tion of the cell surface, and (3) the electrical conductivity of the medium. 
Variations in all of these conditions influence irritability and the rate or character 
of the response to stimulation.” 


A peculiar relationship has been shown to exist between calcium and 
potassium salts. This has been well shown in the epochal work of 
Sidney Ringer ** in his studies of the action of these salts on an isolated 
frog’s heart. As a result of Ringer’s studies and subsequent work by 
others, notably Howell,’® Zondek ** and Kraus and Zondek,’* it has been 
shown that a proportion between the calcium potassium ion in the cells 
determines normal action in the heart by establishing an equilibrium 
between the action of the sympathetic and the vagus nerves. If the 
ratio of calcium to potassium is increased, a sympathetic action on the 
heart results, whereas if the ratio of potassium to calcium is increased 
a vagus effect on the heart results. In the foregoing regard the action 
of sodium harmonizes with that of potassium. This principle is opera- 
tive in the governing of other tissues—iris, vessels, bronchi, stomach, 
intestines, bladder, uterus—as shown by Hober.’® 


These observations establish the interdependence of the sympathetic 
nerves and calcium in the cells and the parasympathetic nerves and 
potassium ions. 

From experimental studies and clinical presumptions Kraus and 
Zondek regard the electrolyte acts as the regulator of cell function. 
Through their influence the specific function of tissues or organs can 


14. Lillie, R. S.: Reactivity of the Cell, in E. V. Cowdry: General Cytology, 
Chicago, Univ. Chicago Press, 1924, p. 217. 

15. Ringer, S.: Concerning the Influence Exerted by Each of the Constituents 
of the Blood on the Contraction of the Ventricle, J. Physiol. 3:380-383, 
1880-1882; ibid. 4:29-42 and 222-225, 1883. 

16. Howell, W. H.: Vagus Inhibition of the Heart in Its Relation to the 
Inorganic Salts of the Blood, Am. J. Physiol. 15:280-294, 1905-1906. 

17. Zondek, S. G.: Untersuchungen iiber das Wesen der Vagus und Sympathi- 
kusreizung, Berl. klin. Wehnschr. 58:1393, 1921; Deutsche med. Wehnschr. 
47:1520-1522 and 1541 (Dec. 15) 1921; Das Ionengleich gewicht der Zellen, 
Biochem. Ztschr. 121:86-108, 1921. 

18. Kraus, F., and Zondek, S. G.: Kurze Vorlaufige Mitteilung iiber Versuche 
Betreffend die Rolle der Elektrolyte beim Herzschlag die Wirkung Des Koch- 
solzes bei Verblutung und den Sogenannten Tonusstrom, Klin. Wchnschr. 1:996- 
998 (May 13) 1922. 

19. Héber, R.: Physikalische Chemie der Zelle und der Gewebe, Leipzig, 
Wilhelm Engelmann, 1924, p. 689. 
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be increased to a maximum or reduced to a minimum; the colloidal 
structure of the cell membrane can be changed ; a change in permeability 
and water motion can be brought about. 

Calcium has for a long time been used somewhat empirically in the 
treatment of eczema and for the relief of itching. Pottenger *° aptly 
points out: 


One must not forget the importance of the sympathetic nerves in their relation- 
ship to all dermal and subdermal structures. As far as we known there is no 
physiologic connection between these structures and the parasympathetic system, 
therefore eczema and other affections of the skin accompanied by itching should 
be considered in their relationship to the sympathetic neurocellular mechanism. 


Viewed in the foregoing way the pathogenesis of eczema concerns a 
disturbance of sympathetic and parasympathetic action, which action 
intimately concerns the action of calcium ions on the one hand and 
sodium and potassium ions on the other hand. Indeed, this view is the 
physiologic basis of the symptomatology of many diseases. 

In our previous communication we discussed the role that calcium 
plays in the phenomenon of inflammation. We may briefly reiterate 
here that according to experimental observations of others (Januschke,”’ 
Chiari and Januschke,”* Jacobs,?* Loeb **), calcium decreases the per- 
meability of the cell membrane, thereby reducing cell activity, whereas 
potassium and sodium increase the permeability of the cell membrane. 
Potassium and calcium are antagonistic. The former ion conducts 
water to the cell and therefore makes the cell more receptive for water 
and the latter ion acts in an opposite manner. 

According to Cushing,”° calcium appears to depress the neuromus- 
cular connections in striated muscle like curara, and later to weaken the 
muscle itself, and the removal of calcium is said to increase the irrita- 
bility of the terminations of the autonomic nerves in mammals. 

The studies of Lillie ** relative to the desensitizing effect of calcium 
and its effect on irritability are of importance in this discussion of our 


20. Pottenger, F. M.: The Relationship of the Ion Content of the Cell to 
Symptoms of Disease, with Special Reference to Calcium and Its Therapeutic 
Application, Ann. Clin. Med. 2:187-196 (Nov.) 1923. 

21. Januschke, H.: Ueber Entzundungshemmund, Wien. klin. Wchnschr. 26: 
869-874, 1913. 

22. Chiari, R., and Januschke, H.: Hemmung von Transsudat. und Exsudat- 
bildung durch Kalziumsalze, Arch. f. Path. u. Pharmakol. 65:120-127, 1911. 

23. Jacobs, M. H.: Permeability of the Cell to Diffusing Substances, in E. V. 
Cowdry: General Cytology, Chicago, Univ. Chicago Press, 1924, p. 146. 

24. Loeb, J.: Antagonistic Action of Electrolytes on Permeability of the Cell 
Membrane, Science 36:637-639, 1912. 

25. Cushing, A. R.: Pharmacology and Therapeutics, Philadelphia, Lea & 
Febiger, 1924, p. 565. 

26. Lillie (footnote 14, p. 218). 
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studies reported here. Lillie observed that when a frog’s muscle is 
placed for a few minutes in a pure solution of sodium chloride, its 
irritability to chemical agents (potassium salts, lipoid solvents, etc.) is 
greatly increased, i. e., the tissue is sensitized. This effect is readily 
reversed in Ringer’s solution. It is not produced by sodium salt solu- 
tions to which a little calcium has been added. Isotonic calcium chloride 
and magnesium chloride on the contrary, cause reversible depression of 
irritability or desensitization, an effect analogous to anesthesia. Lillie 
quotes Loeb’s observations relative to a form of “contact sensitivity” 
that occurs in both muscle and nerve by immersion in solutions of 
sodium salts whose anions precipitate calcium, or decrease the concentra- 
tion of calcium ions, such as tartrate, citrate, sulphate, oxalate ; the tissue 
then becomes hypersensitive to contact of air, mechanical stimulation 
or similar influences. Normal irritability returns in Ringer's solution. 
Lillie points out that since the action of the salts is evidently superficial, 
such effects indicate that any modification of the physical or chemical 
state of the plasma membrane has a corresponding modifying effect on 
irritability. 

In studying the relation between sodium and calcium, Howell * 
points out that a frog’s heart perfused with sodium chloride solution 
soon ceases to beat, but that beating can be restored by the addition of 
calcium and potassium to the circulating medium. He attributes this 
to the fact that the calcium and potassium are necessary to the activity 
of the heart, and that when pure salt solution is perfused these elements 
diffuse into it and are lost from the heart muscle; this diffusion is 
prevented if calcium and potassium are contained in the solution, and 
the heart, retaining the salts essential to its activity, continues to beat. 
Loeb,?* on the other hand, explains this phenomenon in another way. 
He points out that calcium and potassium are probably not directly 
essential, but that they neutralize the poisonous effects of sodium which 


are not generally recognized. In substantiation of this he quotes his 
experiments relative to the behavior of a small fish (fundulus) whose 
normal habitat is salt water, but which can live in distilled water, show- 
ing that neither calcium nor sodium are necessary to its existence. When 
placed in salt solution equivalent to that of sea water it dies, but it 
survives when calcium and potassium are added to the salt solution. 


Thus, Loeb states that calcium and potassium are not directly essential, 
but that they neutralize the poisonous effects of sodium. 


27. Howell, W. H.: An Analysis of the Influence of the Sodium, Potassium 
and Calcium Salts of the Blood on the Automatic Contractions of Heart Muscle, 
Am. J. Physiol. 6:181-206, 1901-1902. 

28. Loeb, J.: The Toxic and Anti-Toxic Effects of Ions as a Function of 
Their Valency and Possibly Their Electrical Charge, Am. J. Physiol. 6:411-433, 
1901-1902. 
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Our studies of the inorganic chemistry of the skin which tend to 
show an inverse relation between the calcium and potassium content, 
and increased cutaneous irritability on the one hand and decreased on 
the other hand, are consistent with the aforementioned experiments of 
others which show that there must be maintained between the inorganic 
constituents of the surrounding fluid an equilibrium for the normal 
functioning of the cell as is evidenced in the balanced solution of 
Ringer, and as exists in the sea water in the case of the fundulus.?® The 
results of our study do not warrant any more positive statement than 
the foregoing, it appears from quoted observations relative to the role 
that calcium, magnesium, sodium and potassium play in regulating cell 
activity, that the proportion of these bases to one another establishes an 
equilibrium of normal cutaneous function. It appears that the main- 
tenance of this equilibrium is intimately concerned with the vegetative 
nervous system, and in relation to the latter, the endocrine glands, and 
can apparently be influenced through altered metabolism of divers 
origin. 

SUMMARY ADD CONCLUSIONS 

Studies have been made of the calcium, magnesium, sodium and 
potassium content of the skin of rabbits under normal conditions, after 
various diets and after experimentally induced states. The cutaneous 
irritability of the same animals was first determined by noting the 
degree of reaction to external applications of dilutions of croton oil. 
The cutaneous irritability of rabbits under normal conditions varied 
considerably. In the chemical analysis of the skin it was observed that 
the amount of each base as well as the total base varied considerably. 
The variation was greatest with magnesium, much less with sodium, 
still less with potassium and least with calcium. Correlating the degree 
of irritability and the mineral content of the skin, there appeared to be 
an inverse relation between the degree of irritability and the amount of 
calcium and a direct relation between the degree of irritability and the 
amount of potassium. The less the irritability of the skin, the greater 
the likelihood of a high calcium content and a low potassium content ; 
conversely, the more pronounced the irritability, the greater the likelihood 
of a low calcium content and a high potassium content. This relation 
was present in the majority, but not in all, of the animals studied. The 


29. A visualization of the philosophy of equilibrium and its importance in the 
natural order of things is interesting. It is evidenced in chemistry; for 
example, a balance of electrons that make up the atom and in many other 
ways; in biochemistry; in physics, and indeed in astronomy. Every mental 
state, even madness, has its equilibrium based on self-esteem. Its disturbance 
causes unhappiness. One speaks of a well balanced person. “It is well not 
to make too much of anything in life good or bad.” And too, in the social 
order of things, the law of supply and demand may be cited in this regard 
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variation of magnesium and sodium contents of the skin was so great 
that no correlation could be made between such content and cutaneous 
irritability. No correlation could be made between the degree of 
cutaneous irritability and the amount of total base. 

The entire skin of the animal was necessary for chemical analysis, 
therefore no accurate comparison could be made of the change in the 
mineral content of the skin before and after various diets, and lethal 
injections of calcium chloride, tenth normal hydrochloric acid, para- 
thyroid hormone and ultraviolet ray exposure. In a comparison of the 
mineral content of the skin of animals thus treated with that of animals 
under normal conditions, no striking change was observed. After 
various diets, however, there was an increase in the absolute amounts of 
sodium and potassium. 

The sparse literature on the mineral content of the skin of animals 
and of man is reviewed. 

The importance of calcium, magnesium, potassium and sodium metab- 
olism to cellular activity, the antagonistic rdle of calcium and potassium 
in regulating cell function, the role that calcium plays in the phenomenon 
of inflammation and the effect of calcium in altering irritability of the 
cell were discussed. 

Eczema was regarded as a pathologic process in which the cutaneous 
neurocellular mechanism is out of equilibrium. Biochemical changes 
which alter neurocellular mechanism were discussed. 


From the results of our studies and from quoted observations of 
others relative to the role that calcium, magnesium, sodium and potas- 
sium play in regulating cellular activity, it appears that the maintenance 
of this equilibrium is intimately concerned with the vegetative nervous 
system, and in relation to the latter, the endocrine glands, and can appar- 
ently be influenced through altered metabolism of divers origin. 


DISCUSSION 


Dr. RicHArv L. Sutton, Kansas City, Mo.: There is no doubt that the 
chemicai content of the skin has much to do with the diseases which attack it. 
Dr. Pusey pointed out the susceptibility of a dry skin to the keratoses, and last 
night Dr. Weidman showed us how the perspiration increased the susceptibility of 
the skin to the various fungus infections. On the advice of Dr. White, some years 
ago I began using calcium, and have had excellent results in many instances. 

Dr. CuHartes J. Wuite, Boston: Some years ago I read a paper in which 
I tried to prove that the injection of calicum would break up attacks of herpes 
simplex, erythema multiforme and urticaria. 

Dr. Ltoyp W. Ketron, Baltimore: Such fundamental facts as these will help 
us to get at the etiology of eczema better than anything else. 

I should like to know whether calcium chloride can be administered by mouth 
with the same results as when given intravenously. 

Dr. JAMES Herpert MitcHett, Chicago: I have had an interesting experience 
in the intravenous administration of calcium chloride in erythema multiforme. I 
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had a patient with severe attacks in the mouth which lasted for three or four 
weeks at a time, and recurred every three or four months. I have had him under 
observation for more than a year, seeing him during five attacks, and each time 
the lesions have responded promptly to 10 cc. of calcium chloride given daily. The 
last attack consisted of only two lesions in the mucous membrane. I saw him the 
day they appeared and gave him an injection that day and one the following day, 
and there was no further progress of the disease. 

I also have a woman patient with a borderline case of erythema multiforme 
and dermatitis herpetiformis, there being some characteristics of both. The attacks 
in this patient have been cleared up twice with calcium chloride. 

Dr. Jay FRANK SCHAMBERG, Philadelphia: I have naturally been in touch 
with the work presented by Dr. Klauder and Mr. Brown and can testify to the 
industry and care which they devoted to these problems. Work of this kind is 
of fundamental character. We must learn more of the underlying pathogenesis 
ef eczema and of the biochemical processes involved before we can arrive at 
rational therapy. The Viennese and Swiss schools believe that eczema is due td 
irritants acting from within or without on hypersensitive epithelial cells or blood 
vessels or through the nervous system. The hypersensitivity is due to chemical 
causes. Dr. Klauder and Mr. Brown have shown that when the calcium content 
of the blood is low there is an increased reactibility of the skin to irritants and 
vice versa. There is an inverse relationship between potassium and calcium. | 
hope that Dr. Klauder and Mr. Brown will continue their researches. 


Dr. JosepH V. KiLauper, Philadelphia: In conducting our studies we kept in 
mind their practical application. The use of Ringer’s solution as a compress in the 
treatment of acute dermatitis was suggested by our studies. We employ it and 
find it of value in some cases. 

The studies we have conducted may be of some aid in a better visualization 
of the cause of eczema, and possibly urticaria and pruritus. I believe, too, that 
these studies are of aid in a visualization of the rdle the vegetative nervous system 
plays in relation to disorders of the skin characterized by inflammation and 
itching. Eczema reduced to simple terms is an inflammation; its study embraces 
a study of the physiochemical changes concerned in the production of inflamma- 
tion. Our results suggested other means of investigation in which we are now 
engaged. Reference is made to the r6éle of the vegetative nervous system in 
altering cutaneous irritability and the px content of the skin correlated with the 
chemistry of the skin. 

Calcium employed in the treatment of eczema is, in my experience, valuable. 
Better results are obtained when it is administered intravenously. 





PERFORATING FOLLICULITIS NARIS* 


GEORGE D. CULVER, M.D. 
SAN FRANCISCO 


Perforating folliculitis of the naris and extrusion of a vibrissa with 
the bulbous end of the hair pointing toward the cutaneous surface was 
first brought to my attention by finding a large coarse hair buried in a 
pustule that had persisted on the tip of the nose near the median line 
for a number of weeks in spite of treatment. This first experience was 
followed shortly by two others in which it was possible to conjecture 
before active demonstration what the condition would probably be. 
These three patients with perforating folliculitis naris were men who 
consulted me because of the persistence, in each instance, of a pustule 
on one or the other side of the median line of the cutaneous surface 
of the tip of the nose. 


[ saw the first patient in February, 1925, with a pustule on the right side of 
the tip of the nose which had resisted treatment for four weeks. It had previously 
been lanced and evacuated several times, but healing did not occur. On removal 
of the crust, evacuation was simple, and the impression was gained that it should 
heal uneventfully. Thirteen days later the patient returned with a larger lesion, 
and said that it had persisted. Again the crust was removed, and after expressing 
a droplet of pus a dark speck was seen in the center of the pustule. This was a 


curved brown hair fully 1.5 cm. in length. It was not like a hair from the 
cutaneous surface of the nose which had become turned in but corresponded 
to the coarse vibrissae. After the removal of the hair, healing was uneventful. 

The second patient was seen in August, 1925, with a pustule on the right side 
of the tip of the nose which had persistently refilled, in spite of lancing, evacua- 
tion of the pus and subsequent local treatment during five weeks. In this case it 
was possible to make a tentative diagnosis, and I explained to the patient and to 
Dr. Montgomery, who saw him with me, what I expected to find. Removal of 
the crust and an investigation with small forceps eventuated in the extraction 
of a hair about 1 cm. long. On carefully examining the hair with a pocket lens 
before completely releasing the forceps the bulbous end was seen to be clasped 
in them, and it was therefore the bulbous end which was pointing toward the 
cutaneous surface. The hair was not curled as is true of the so-called “ingrowing 
hair,” nor was it a short, stubby, dead hair. Healing in this case was also rapid 
and uneventful. 

The third example was that of a fellow physician seen in November, 1925, 
who asked me what I thought of a pustule on the tip of his nose which had 
been opened frequently and treated for three weeks. I described to him the two 
cases I had seen, and suggested his coming to the office for an investigation. 
The condition was practically the same as that in the two previous cases, and, as 
in the second case, the tip of the forceps grasped the bulbous end of the hair. 
The hair was coarse, swollen and soft, showing partial digestion. It corre- 
sponded, as did the hairs in both other cases, to the vibrissae. 


* Read at the Golden Anniversary Meeting of the American Dermatologica! 
Association, Philadelphia, May, 1926. 
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Something in the location and appearance of the lesion in the second 
and third instances suggested the etiology. The pustule had a ragged 
appearance and was covered with a loosely adherent crust as if it was 
irregularly limited, as is so frequently seen early in the course of a 
pustule influenced and prolonged by a foreign body, before the foreign 
body is absorbed or encysted. Based on the history it seemed almost 
a certainty what would be disclosed on examination. I have never 
seen a buried cutaneous hair on the external surface of the tip of the 
nose, and in none of the cases were there coarse hairs growing externally, 
which might indicate such a possibility. Furthermore, in every case the 


Probable steps in the process of perforating folliculitis naris; A indicates 
the naris; B, the cutaneous surface; C, the general direction of the process of 
perforation; D, the location of the cutaneous pustule; FE, the location of the 
loose vibrissa, the bulbous end pointing toward the external surface; F, the 
probable focus of infection in the location of normal vibrissae. 


hair found corresponded to those within the naris. In each of the 
second and third instances the forceps grasped the bulbous end, and 
not the tip or shaft of the hair, which was excellent evidence that the 
hair had traversed the nasal tissue from within outwardly, still retaining 
its general direction of placement. As the first was found unexpectedly, 
its direction was not determined. 

I should judge that the nose is the only part of the body on which 
an infection manifesting itself as a folliculitis would be likely to produce 


a perforation. It is not uncommon for other types of infection resulting 
in a cellulitis to extend through the part involved; but as to the numerous 
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folliculites of the face and other areas, if like perforations with extrusion 
of a dead hair through the tissue have occurred, they apparently have 
not been observed. 

The initial cause of the occurrence must have been an infection 
within the nostril, and quite likely in the follicle of the hair that subse- 
quently perforated the naris. The hair must have been devitalized by 
the infection, become separated from its papilla and been buried, by 
crusting over either with an ordinary serum crust or with dried mucus, 
which prevented its natural discharge within the nostril. Through 
closure of the pustule the process of destruction continued to a greater 
depth, and external perforation occurred. The course followed from 
within outward was most likely between the cartilage of the septum and 
that of the wing of the naris involved, which would account for the 
location of the lesion near the median line in all three cases. The 
presence of the loose, dead, infected hair was manifestly the cause of the 
persistence of the pustule. 

Had the hair not been removed, it would have been discharged 
spontaneously or completely digested. In the meantime, the patients 
I saw became greatly worried, and one of them, the physician, feared 
a malignant degeneration because he had had a deep keratosis removed 
from his nose some time previously. In the first instance the process 
was of four weeks’ duration, and it continued two weeks longer as 
a result of my failure to find the cause of the persistence of the pustule. 

Perforating folliculitis of the naris may not be a rare occurrence, 
as three instances were seen within a period of less than a year, and 
the last two were recognized because I was on the alert for other cases 
like the first. 


323 Geary Street. 
DISCUSSION 


Dr. Otto H. Foerster, Milwaukee: In connection with pustular lesions of 
the nose and brow occurring singly and in the midline, one should also include 
dermoid cyst in the differentiation from the condition described by Dr. Culver. 

Dr. Ricuarp L. Sutton, Kansas City, Mo.: I do not think this condition is 
uncommon. I can recall at least three or four cases. The history is generally 
that of a small furuncle which developed inside the nose, but which ultimately 
broke through and emptied outside. 

Dr. Sic¢muND Po.titzer, New York: I think the condition is extremely 
rare, although Dr. Sutton has seen some cases. 





VARIOLA 
A CLINICAL STUDY OF THE MINNEAPOLIS EPIDEMIC OF 1924-1925 * 


S. E. SWEITZER, M.D: 
AND 
KANO IKEDA, M.D. 


MINNEAPOLIS 


While the literature on smallpox is enormous, the subject has not 
been taken up before the American Dermatological Association for many 
years,’ and this account of the Minneapolis epidemic is given because of 
its extreme virulence and to show once more the value of vaccination. 


EPIDEMIOLOGY ~* 


The Minnesota law requiring vaccination was repealed in 1903, and 


since that time a large part of the population has come to be unprotected 
against smallpox. Health authorities believed that the mild type of 


smallpox might become malignant, until experience through many years 
proved that distinct strains exist, one a benign, or mild, type which 
never becomes truly malignant; the other a malignant type which never 
becomes truly mild. The fact that cases with mild symptoms may be 
of the malignant type has been shown repeatedly in the past epidemic 
when persons exposed to a fatal case of hemorrhagic smallpox developed 
only mild symptoms but transmitted the malignant strain with undimin- 
ished virulence to an unvaccinated person who died of hemorrhagic 
smallpox. The malignant type of smallpox has been introduced into 
parts of the United States where the mild type already was prevalent 
many times during the last twenty years, and the two types have con- 
tinued to be distinct. 

In Minnesota from the time the vaccination law was repealed in 1903 
until 1923, a period of twenty-one years, there were 60,841 cases of 
smallpox with 289 deaths. The direct relation that smallpox prevalence 
bears to vaccination is shown by the statistics for eleven years, from 
1913 to 1923, when there were 35,152 cases with only 108 deaths: 
among those successfully vaccinated within seven years, there were 586 
cases, or 1.7 per cent in which no patient died. Among those successfully 
vaccinated over seven years before, there were 1,458 cases, or 4.2 per 
cent, and one patient died. Among those never successfully vaccinated, 
there were 33,108 cases, or 94.1 per cent, with 107 deaths. 


* Read at the Golden Anniversary Meeting of the American Dermatological 
Association, Philadelphia, May, 1926. 
1. J. Cutan. Dis. 19:484 (Oct.) 1901. 


2. Bull. Minnesota State Board of Health, Feb. 5, 1925. 
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During these years, only a mild type of smallpox prevailed, except 
in 1917 when the malignant type ran a short course. In January, 1924, 
malignant smallpox was again introduced at two places, Duluth and 
Minneapolis. The Duluth epidemic was started by a Canadian who died 
of malignant smallpox in a Duluth Hospital after exposing many people. 
The source of the Minneapolis epidemic has not been found. 

During the epidemic, which ran during the entire year of 1924 and 
up to September 1925, Minneapolis had 1,430 cases with 365 deaths, 
or 25.5 per cent. The vaccination history for all the Minneapolis deaths 
showed that in no case had vaccination been performed successfully 
within seven years. ‘There were seventy-one cases in which vaccination 
had been performed successfully more than seven vears before. In 





Fig. 1—Confluent lesions; patient recovered. 


patients never successfully vaccinated, there were 279 cases, and in 
fifteen cases no history was obtainable. 

During this same time, the city of St. Paul, which is contiguous 
with Minneapolis and to and from which thousands go every day, had 
only 852 cases and thirty-eight deaths, or only 4.5 per cent. Our only 
explanation is that the people there were better protected by vaccination. 


CLINICAL TYPES 
There are four clinical types of smallpox: (1) discrete, (2) confluent, 
(3) hemorrhagic pustular and (4+) purpuric. We had ample opportunity 
to study all of these varieties in this epidemic. 
Alastrim.—In the discussion of clinical types of smallpox, mention 
should be made of alastrim, as much has been written recently concerning 
it. MacCallum * says that the name is of Brazilian origin. Epidemics 


3. MacCallum, W. G.: Am. J. Hyg. 1:388 (July) 1921. 
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have been common in South America, Australia and the area of the 
Caribbean. The disease looks like a mild form of smallpox and the 
death rate is low. The spread can be prevented by prompt vaccination 
and revaccination. 

ur impression is that alastrim is a mild form of smallpox. ‘The 
discovery of the causative organism in smallpox and its identification 
in alastrim would furnish the only positive proof. Until then, we must 
remain in doubt. 

Plehn * and Hoffmann * in recent articles incline to the belief that 
it is a mild form of smallpox and that vaccination protects against it. 


Gordon,® using strict serologic methods, compared the viruses of differ- 





. 2.—Confluent lesions; patient recovered. 


ent epidemics of smallpox, and found that all gave positive reactions 
with antivaccinia serum. No difference was found between the virus 
of alastrim and that from severe smallpox. 

Cases in the Hospital—During the epidemic, 581 patients with 
smallpox were admitted to the Minneapolis General Hospital, of whom 
246, 42 per cent, died. Ten of the cases were of unclassified type with 
no deaths ; 225 were of the discrete type with 14 deaths, a rate of 6 per 
cent; 151 were of the confluent tvpe with 68 deaths, a rate of 45 per cent ; 


144 were of the hemorrhagic type with 113 deaths. This is the usual 


4. Plehn, A.: Klin. Wehnschr. 4:1264 (June 25) 1925. 
5. Hoffmann, W. H.: Deutsche med. Wehnschr. 51:1154 (July 10) 1925. 
6. Gordon, M. H., cited in London Letter, J. A. M. A. 86:798 (March 13) 
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type of severe smallpox in which the patient has a papular, then a 
pustular eruption and hemorrhages into the pustules. It is malignant, 
and our death rate was 79 per cent in this type. 

Variola Purpurica.—Variola purpurica is the most atypical and fatal 
form of smallpox, and our epidemic was characterized by an unusual 
number of purpuric cases. In 581 patients with smallpox admitted to the 
hospital, we had 51 cases of the purpuric variety. There were 29 males 
and 22 females (three being pregnant). One infant was included in 
this series. The death rate was 100 per cent. Our first case was not 
correctly diagnosed. An orderly taken sick in June, 1924, had a rapidly 
developing purpuric rash, with death occurring in forty-eight hours. 


The postmortem diagnosis was purpurica hemorrhagica. Later, investi- 


gation showed that this case was smallpox.’ Variola purpurica * differs 





Discrete with secondary pemphegoid lesions; patient recovered. 


so much from ordinary smallpox that its status was not established 
until the German epidemic of 1870. The onset in our cases was sudden 
and stormy with high temperature (from 104 to 106 F.) and chilly sensa- 
tions. The temperature werft down later. There was severe, persistent 
headache, backache and abdominal pain with slight nausea and occa- 
sional vomiting. The abdominal pain simulated appendicitis at times. 
About the second day, an erythema appeared, first on the forehead, and 
then it spread down over the face, over the chest and finally to the 
extremities. This erythema was light at first, but speedily became 
darker and finally turned almost black. The eyes were glassy, the lips 
purplish and the tongue parched and dry. Subconjunctival hemorrhages 

7. Ikeda, K.: Blood in Purpuric Smallpox, J. A. M. A. 84:1807 (June 13) 
1925. 

8. Councilman, W. T.: Osler’s Modern Medicine, New York, David D. Lee 

- 


Publishing Company, vol. 11, p. 276. 
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and submucosal hemorrhages of the mouth and lips, also subcutaneous 
hemorrhages, all appeared soon after the appearance of the erythema. 
Often there was actual bleeding from the nose, mouth, vagina and 
rectum, and bloody urine. Examination of the chest was negative in 


spite of frequent cough with bloody expectoration. Some patients 


became almost as black as a negro, with great edema of the face, and 
occasionally large blebs were formed. These were filled with bloody 
serum. The patients were rational until a few hours before death. 

In this form of smallpox, pustules were seldom present as_ the 
infection was so overwhelming that the patient died before they had 
time to form clinically ; however, a histologic examination of the skin 


showed them to be forming in profusion. Of our patients, only three 














Fig. 4—Confluent lesions in fatal case in child. 


showed a few pustules clinically. In twenty-two, a papular eruption was 
noted, usually scanty, with erythema, petechiae and ecchymoses being the 
predominating clinical manifestation. ‘Twenty-nine had only the diffuse, 
purpuric eruption. ‘Thirty-one patients died in from two to six days. 
kighteen more died within ten days and only two lived more than ten 
days, one living fourteen and one seventeen days. The last two had been 
vaccinated in childhood fifty-one and twenty-one years before, respec- 
tively. 

The vaccination statistics of this group of purpuric cases was inter- 
esting in that it showed that the patients were entirely unprotected. Only 
twelve had been successfully vaccinated in childhood at periods of from 


twenty to fifty years before, and of these twelve, only five showed a scar. 
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Ten reported unsuccessful vaccinations, showing that a patient is not 
immune even if the vaccination did not take. “Twelve were never vacci- 
nated, and in nine there was no history of vaccination or scar. Seven 
had been vaccinated within ten days before admission. This was 
after their exposure therefore, and they were not immunized. One 
patient, a nurse, gave a history of smallpox four years before and was 
not vaccinated. She did not show pitting or scars. Her case was 
particularly virulent. She worked Thursday, was taken sick Thursday 
night, on Friday had a diffuse, purpuric eruption and died Saturday 


afternoon. 


lig. 5.—Confluent with a few hemorrhagic lesions in fatal case 


Smallpox in Pregnancy and in Infants.—Smallpox is especially 
severe in pregnant women and in infants. We had seven pregnant 
women, all of whom died, and twenty-two infants with twelve deaths. 
This experience would warrant early vaccination for infants and preg- 
nant women in an epidemic. 

Initial Rashes.—Initial rashes were not common and those seen 
resembled a toxic erythema. Great care must be exercised in an epidemic 
of malignant smallpox as often what might be considered an early initial 
rash is really a purpuric smallpox. 


Postvariolous Eruptions—We had two wards full of convalescent 


atients, many of whom had postvariolous eruptions. These were largely 
pat ' gel) 


indolent boils and various forms of pyodermic infections. 
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BLOOD AND NECROPSY OBSERVATIONS 
By Dr. IKEDA 
Conclusions arrived at after a careful analysis of the results obtained 
from approximately 250 examinations of the blood representing about 
200 cases of all forms of smallpox are briefly summarized as follows: 
Pustular and Hemorrhagic Pustular Smallpox.—1. There is a great 
diminution in the number of platelets from the onset reaching the min- 
imum in the vesicular stage. This is followed by a rapid rise through 
the pustular stage into the desiccation period. 2. An initial leukocytosis 
is in direct proportion to the severity of the subsequent course of the 


Fig. 6.—Confluent hemorrhagic lesions in fatal case. 


disease. In the mild form, a definite leukopenia is present in the maculo- 
papular stage while in the severe and fatal forms, a high leukocyte count 
is maintained throughout the course of the disease. The maximum 
count is obtained in the early part of the desiccation period. 3. The 
polymorphonuclear neutrophil percentage shows a steady downward 
course in all forms of smallpox except during the desiccation period of 
the severe and fatal pustular forms. In these forms, an early high 
polymorphonuclear percentage is also noted. 4. No characteristic numer- 
ical or morphologic changes of the erythrocytes are noted. Severe and 

Purpuric Smallpox.—l1. A marked, low platelet count persists 
throughout the course of the disease. 2. An initial hyperleukocytosis is 


rrotracted cases may show a high grade secondary anemia. 
s Ss > 
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consistently maintained. 3. An absolute lymphocytosis is invariably 
present. A rapid and spectacular fail of the neutrophilic elements to a 
negligible number is the rule. 4. No numerical changes of the erythro- 
cytes are present. 5. Morphologically, the erythrocytes show such quali- 
tative changes of an advanced anemia as the basophilic stippling, 
polychromatophilia, normoblasts, etc., which are due partly to an effect of 
the specific toxin on erythrogenesis and partly to the rapid and profuse 














Fig. 7—Confluent hemorrhagic lesions in fatal case. 


hemorrhages which invariably are present in this form of the disease. 
6. The polymorphonuclear leukocytes show fragmentation and condensa- 
tion of the nucleus, which is not found, in my experience, in the blood 
of patients with pustular smallpox or any other infectious exanthems 
and purpura except acute leukemia. 

Thus, the study of the blood makes it possible to differentiate the 


pustular group of smallpox, including the hemorrhagic pustular, from 


the purpuric group. These blood observations when properly inter- 
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preted, are as evident as, and occasionally more reliable than, the 
clinical differentiation of these forms. Furthermore, the specific blood 
picture in purpuric smallpox is the early, constant sign which enables the 
clinician to make absolute differentiation of this form of smallpox from 
other purpuric states and exanthemas such as purpura hemorrhagica, 
infectious purpura, toxic erythema, scarlet fever, measles, etc. 

Necropsy.—tThe results in pustular smallpox present nothing unusual 
or pathognomonic of this disease excepting the eruptive changes of the 
skin and the mucous membrane of the upper respiratory tract. 

In our series the immediate cause of death was bronchopneumonia. 


\ll the visceral organs showed varying degrees of cloudy swelling 











Fig. 8—Variola purpurica; death in five days. 


Adenopathy was not constant. When it was present, the lymph gland 
showed an intense hyperemia and a diffuse hyperplasia of the lymphoid 
cells. 

In the purpuric type of smallpox necropsy observations were a 
generalized and intense purpuric change of the skin, mucous membrane 


and other organs of the body. Free hemorrhages occurred not only 


in the skin but also in the body cavities and the parenchyma of the 
visceral organs. Extensive ecchymosis of the intestinal wall with 
massive hemorrhages into its lumen were most striking, second in 


impressiveness only to the skin changes. Many showed a red marrow 





in the femur, indicating hyperplasia such as is observed in an extreme 
anemia. 
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Of the nine postmortem blood cultures in purpuric smallpox, eight 
showed the hemolytic type of streptococci and one the nonhemolytic 
type. Of the nineteen antemortem blood cultures, also in purpuric 
smallpox, eight showed hemolytic streptococci and six nonhemolytic 
streptococci, and five were sterile. In the terminal stage of purpuric 
smallpox, the bacteremia was of such intensity and saturation that a 
thin smear of a small drop of blood obtained from a clean, apparently 
unaffected finger-tip would show a number of diplococci. .\ platinum 
loop full of such a droplet of blood spread over a blood agar plate would 
produce a large number of colonies of streptococci. 

Uncomplicated pustular cases uniformly gave a negative blood cul- 
ture. 

The role of streptococci in the etiology of the purpuric type of small- 
pox cannot be definitely stated. It seems reasonable, however, that the 
direct insult of the organisms on the entire hemopoietic system and on 
the mature circulating leukocytes may have an important part in the 
production of these characteristic blood changes. Experimentation with 
the isolated organisms, however, failed to produce a clinical purpura 
in guinea-pigs and rabbits. 

The purulent, or milky, contents of clean, fullgrown pustules were 
repeatedly examined, bacteriologically, using the direct smear method, 
the culture method and intracutaneous and subcutaneous inoculation 
methods in guinea-pigs and rabbits, but they gave uniformly negative 
results. Pustules showing hyperemic reaction in the surrounding skin 
often vielded streptococci of the hemolytic type. Streptococci of this 
type were invariably isolated from secondary abscesses which were 
common in severe cases. 

()f considerable interest to clinicians was the frequency with which 
a positive culture for Bacillus diphtheriae was found among the patients, 
many of them in convalescence, necessitating their isolation. Morpho- 
logically, the organisms were typical of the Kleb Loffler type, but clin- 
ically they gave no toxic symptoms, merely a sore throat. No work 
on the nature or virulence of these organisms was undertaken.  Intra- 
venous inoculation into rabbits of from 15 to 20 cc. of blood obtained 
from cases of purpuric smallpox produced no purpura. 


DIAGNOSIS 


In the diagnosis of ordinary pustular smallpox one must consider 
measles, chickenpox, pustular syphilis, drug eruptions and erythema 
multiforme. In smallpox, the papule is hard and shotty and cannot be 
obliterated by the examining finger. In chickenpox, the papule is softer 
and can be pressed out by careful rubbing, and the lesions come out in 
crops; therefore they are in various stages of development and are sur- 
rounded by a red halo. The vesicle tops are thin and can be wiped off 


easily wtih a little cotton. 
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We had several cases of pustular syphilis that were sent in to the 
hospital as smallpox. The diagnosis in these cases was easy from the 





multiformity of the lesions, adenopathy, color and other manifestations 





of syphilis. 
One patient with a case of erythema multiforme was isolated as 






having smallpox and was seen by us in consultation. The condition was 





of the bullous type with bloody crusts and great swelling of the face. 





A septic endocarditis finally caused death, and streptococci were found 





on the heart valves. 
The blood in pustular smallpox shows a leukocytosis with a relative 





lymphocytosis. The platelet count is high in the pustular stage. 





In the diagnosis of the purpuric type of smallpox, one must consider 





uurpura hemorrhagica, drug eruptions of the purpuric type, scarlet fever, 
pur] S i 





measles and septic exanthems, especially those of pregnancy. 





The sudden onset, headache, backache and abdominal pain are of 





considerable diagnostic importance. The patient often looks as though 





the condition were pneumonia, but the observations of the chest are 





normal. The appearance of hemorrhages from the mucous membrane 






and under the skin are other symptoms of importance. 





The blood examination in this type is of diagnostic value. There 





is a hyperleukocytosis as a rule and an absolute lymphocytosis, without 





stem cells. There is a persistent low platelet count. There is fragmen- 






tation and condensation of the nucleus of the polymorphonuclear leuko- 





cytes; normoblasts, basophilic stippling and polychromatophilia are 





present without evident anemia. The red count is normal. Streptococci 





are found in the blood, the majority being of the hemolytic type and 





some showing the viridans type. In some cases, the bacteremia is so 





overwhelming that the streptococci can be seen in a blood smear, one 





drop of blood being sufficient for a culture. These blood observations 





were used regularly in different cases and were of great help. 







TREATMENT 











Various therapeutic remedies were tried and none seemed of value. 
Two kinds of serum were used without results. Mercurochrome-220 





soluble, gentian violet and neo-arsphenamine were given intravenously 





but did not prove their worth. The patient who lived the longest of 





those with purpuric smallpox, seventeen days, was treated with calcium 





chloride, and we thought she would live. 





The best treatment is prevention. This must be accomplished by 





vaccination and revaccination as one vaccination does not afford protec- 





tion for a lifetime; in fact, persons who have had smallpox can get it 





again. 
Compulsory vaccination and revaccination every seven years would 





stamp out smallpox. 














EPIDERMOLYSIS BULLOSA * 


W. H. GUY, M.D. 
PITTSBURGH 


At the January meeting of the Pittsburgh Dermatological Society 
my associate, Dr. F. M. Jacob, and I presented a family group of three 
cases of epidermolysis bullosa. Unusual and perhaps significant facts, 
developed by investigation during the ensuing year, form the basis of 


this communication. 
REPORT OF CASES 


Three brothers, aged 7, 9 and 17, had been subject to bullous response to 
minor traumatism since infancy. The parents were native Americans, and 
consanguinity did not exist. Two other children were normal. There was no 
evidence of the condition in the parents, and the family history was negative 
for similar instances. 

Case 1.—In the boy, aged 17, a tendency to blister formation on slight injury 
had been noticed by the mother about one year after birth. About the same 
time the hair fell and was replaced by a fine lanugo type of hair which fell 
and regrew several times before puberty, after which time a normal growth 
appeared and persisted. The tendency to bullous formation following trauma 
was constant, but there was noticeable variation in the condition. At times 
very little eruption was present, and he was able to perform manual labor 
without resulting bullae; at other times, the slightest injury resulted in blister 
formation. The mother said that usually an exacerbation was preceded by a 
heavily coated tongue. She also said that severe pain in the affected parts, 
and at times definite digestive derangement, accompanied fresh crops of 
blisters. The condition was of lessening severity as puberty approached. 

The patient was well nourished, and his general health had been excellent. 
A normal growth of hair was present on the scalp and eyebrows. Pubic and 
axillary hair was absent. About the mouth was a dry red inflammatory zone 
covered by fine scales but lacking definite bullas. The patient stated, however, 
that at rare intervals bullae formed near the angles of the mouth and that 
lesions had been present in the mouth at rare intervals. Practically the same 
type of lesions were present on the elbows, both surfaces of the hands and feet, 
and the knees. The condition about the anus was similar to that surrounding 
the mouth. The penis was normal. The hands, feet, elbows and knees presented 
irregular areas of desquamation that apparently formed following a simple 
inflammatory reaction to trauma, lacking definite bullous formation since 
puberty. There was no scarring present. Milia and epidermal cysts were 
notable by their absence. The nails of both hands and feet were all deformed— 
some were thick, rough and irregular; others were represented hy only a 
thin atrophic plate, and in two instances nails were entirely lacking, a dry 
matrix being exposed. The nails all presented chronic nonsuppurative 
paronychia. The testes were undersized. 


* Read at the Golden Anniversary Meeting of the American Dermatological 
Association, Philadelphia, May, 1926. 
*From the Department of Dermatology, University of Pittsburgh. 
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Case 2.—The boy, aged 9 years, was well nourished and presented a scalp 
covered by a fine lanugo type of hair; areas subjected to minor trauma were 
involved by bullae or rather sharply marginated, thickened, inflammatory 
crusted or exfoliating lesions. The boy’s history was practically the same as 
the elder brother’s. He was born at term and was in every respect a normal 
infant. At the age of 14 months, he developed a single “blister” on his upper 
lip, at which time the mother, anticipating alopecia and blisters, had the 
accompanying photograph made. Soon after this the hair fell, and it was 
replaced frequently by falling crops of lanugo hair; other areas of the body subject 
to trauma developed increasing numbers of bullas. He had not been free from 








Fig. 1 (case 1).—Normal hair growth after puberty; nonbullous inflam- 


matory lesion of the elbow. 


lesions since the onset of the condition but had had definite periods of exacerba- 
tion and quiescence which the mother insisted she was always able to foretell 
by the condition of the tongue and digestive tract. Dentition and walking 
were delayed. The areas involved by the eruption were the same as in case 1 
except for the absence of eyebrows, eyelashes and normal scalp hair. 
Unrupted bullae were present particularly on the hands and feet, and the 
eruption generally was much more exaggerated than in the case of the elder 
brother. The nails were not involved to the extent of those in case 1, but 
several were dystrophic, and indolent paronychias were present. Bullae were 


preceded by severe pain in the affected parts. 




















Fig. 2 


(case 1).—Skin quiescent showing accretion of growth, lack of pubic 
hair, ete 





Fig. 3 (case 1). 


Paronychia, nail dystrophy and nonbullous inflammatory 
areas 
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Fig. 4 (case 2).—Single bullous lesion of the lower lip at the age of 14 
I 


months, the first to appear. 





Fig. 5 (case 2).—Alopecia, blepharitis, etc. 
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Case 3.—A boy, aged 7 years, was apparently healthy except for the skin 
The history and present condition so closely paralleled that of 
Generally the condition 
was subject to the same 


conditions. 
case 2 as to render detailed description unnecessary. 
had not been so severe as the elder brothers’, but he 
variations from time to time. 

It was noteworthy that remissions and exacerbations occurred in all three 
cases, but not concurrently, and that a slight general adenopathy was present. 


General physical observations agreed, so that duplication is unnecessary. 





Fig. 6 (case 2).—Experimental lesions in popliteal spaces. 


Vegative Observations—The blood count with the differential count and 
the Wassermann reaction gave negative results except for a relative lympho- 


during an exacerbation. Roentgenograms of the sella 


Coagulation time, blood chemistry and basal metabolism 
All three 


cytosis found once 
turcica were negative. 
were normal, as were the eyegrounds and blood pressure readings. 
patients apparently were normal mentally and made satisfactory progress in 
their education. Results of a general physical examination by a group of 
physicians were essentially negative except as shown below. 

Pathologic Observations. — Roentgen-ray examination revealed marked 
enlargement of the thymus in all three cases, the eldest boy presenting the 
most difficult to demonstrate. This 


widest shadow and the youngest the 
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Fig. 7 (case 3).—Distribution of the lesions. 








Fig. 8 (case 3).—Thymic shadow 
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observation was checked on three occasions. A moderate general adenopathy 
Was present in all three cases. A moderate amount of indican was found in 
the urine in each case. The eldest boy presented a visceroptosis with a dilated 
sigmoid, retention and putrefaction, together with an increase of fats in the 
stools. The second child had a marked cecal retention with the tip of the 
appendix adherent. The stools contained large amount of mucus, and a small 
quantity of blood could be noted on the surface at times. Moderate putrefaction 
was present. The youngest child presented an area in the beginning of the 
transverse colon suggesting a localized inflammation; marked cecal and definite 





Fig. 9.—Elastic tissue just beneath the bulla. 


sigmoid retention could be demonstrated. The stools showed marked putre- 
factive changes with increase in fat. Occult blood could be demonstrated in 
all irom time to time. With the onset of cold weather albumin appeared in 
the urine in each case, with the additional factor of an occasional granular 
cast in specimens from the second child. With the exception of this no change 
in the condition occurred with seasonal variations. Sergent’s white line could 
be demonstrated in all three cases. 

Pathologic Anatomy.—Specimens were removed by cutaneous punch to 
demonstrate the structure of: (a) unaffected skin, (b) nonbullous inflam- 
matory zones and (c) bullae. The following stains were used; eosin and 
methylene hematoxylin and eosin; Gram-Weigert and Verhoeff's elastic tissue 
stain. 
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Unaffected skin: The specimens revealed practically no abnormality. A 
normal amount and arrangement of elastic tissue were present in all parts of 
the dermis. The only suggestive observation was the presence of small isolated 
areas of increased parenchymatous edema of the cells in the rete which 


apparently overlay dilated papillary vessels. These areas were sparse, and 


oil immersion was required to demonstrate them. 

Nonbullous inflammatory areas: The elastic tissue was normal except for 
fragmentation in the papillary layer. There was a tendency toward separation 
of the parakeratotic corneous layer. A moderate acanthosis with parenchy- 


Fig. 10.—Nonbullous inflammatory lesion. 


matous and interstitial edema was present in the rete. The basal layer was 
uninterrupted and in intimate contact with the papillary layer of the dermis. 
The entire corium, but particularly the pars papillaris, presented a moderate 
perivascular lymphocytic infiltration. The vessels were dilated and had swollen 
endothelium. The collagen was swollen and edematous. 

Bullae: The roof was the corneous layer and the floor the rete. A well 
marked acanthosis with marked edema, both parenchymatous and interstitial, 
Was noted in the rete, which was liberally infiltrated with polymorphonuclears. 
Several mitotic figures could be demonstrated in the rete and basal layer; the 
latter was uninterrupted and in intimate contact with the papillary layer of 
the corium. A rather diffuse lymphocytic and polymorphonuclear infiltration, 
more marked about the vessels, was present in the upper corium. The vessels 
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were markedly dilated and had swollen endothelium. The collagen was 
swollen and edematous. The elastic tissue was normal in amount but showed 
some fragmentation due to edema. 

Experimental Work.—The application of moderate heat or cold, and tapping 
or striking the skin did not produce lesions. Following contact and the 
rubbing of elastic supporters typical bullas and nonbullous inflammatory lesions 
formed in linear arrangement on the legs, this being noted only during 
exacerbations of the disease. Direct injury to the skin with solution of 


Fig. 11.—Bullous lesion. 


continuity as following removal of tissue for section or after removal of blood 
from veins was followed by the development of persistent red, scaly, non- 
bullous patches. 

VIEWS OF VARIOUS AUTHORS REGARDING ETIOLOGY 


In attempting to explain epidermolysis bullosa, many divergent 
views have been advanced. Koebner considered the process an acan- 
tholysis or a condition due to a lack of cohesion between the epidermis 
and the papillary layer of the dermis. Spiethoff noted lowered differ- 
ential counts with an increase of the large mononuclears and 
transitionals. with periods of normal counts, and by analogy theorized 
in support of an endocrinous origin. Stuhmer stated his belief that 
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the source of the condition lay in the thyroid and suprarenals, with 
secondary dystrophy. Colombini and Tommasoli thought the process 
was due to elimination of products of faulty metabolism. Wende con- 
sidered the following possible etiologic factors: (a) hereditary or 
congenital lack of resistance with poor trophic enervation ; (b) increased 
irritability of afferent nerves, by means of which, irritation that ordi- 
narily would be without effect causes vasodilatation; (c¢) in connection 
with the previous factor a congenital lack in the tone of the arterioles. 
Valentin attributed bulla formation to an angioneurosis with increased 
permeability of the vessels. Blumer and Klebs argued in favor of a 
congenital lack of development of cutaneous vessels. Elliott, Unna and 
Torok supported the theory of vascular hyperirritability. aposi and 
Lustgarten considered the mechanism of lesion formation the same as 
for urticaria. Engman and Mook, Sutton, Stanislowsky, Kanoky and 
others attribute the condition to congenital lack of elastic tissue, while 
Hodara and Beck considered that in their cases the elastic tissue disap- 
pearance was due to the bullas and edema. 


COMMENT 

It is apparent that all cases while perhaps related etiologically cannot 
be entirely accounted for by the same mechanism. Histologically notable 
variations are reported. Thus the locations of the bullae are variously 
described as follows: (1) subcorneal—Torok, one case; Guy, three 
cases (this report) ; (2) in the prickle layer only—Blumer and Bettman ; 
(3) subepidermal—Engman and Mook, Bukofsky, Malinowsky, Kanoky 
and Sutton, Petrini, DeGalatz, Hodara, Beck, Wende, Wise and 
Lautman and others. 

Regarding the elastic tissue, there is marked variation in demon- 
strated facts. As noted above numerous workers following Engman 
and Mook have demonstrated lack of elastic tissue in their cases. 
Hodara, Beck, Wise and others, including myself, found a normal 
amount of elastic tissue in the cases studied. 

In some cases, particularly of the simple type, there has been recovery 
after puberty. Recently cases have been recorded by Schwartz, Oliver 
and Knowles in which the mothers of affected children have recovered 
from the same ailment after puberty. In other cases the condition has 


been acquired, as in Wise’s case, or has been persistently unchanged 


through many years of observation and futile treatment. 

The cases reported present a unique group in that they are congenital 
without any history of a similar condition in the family and in which 
no blood relationship exists between the parents. Further, they are 
unusual in that they are associated with congenital alopecia and that in 
one of the cases, (that of the eldest boy) the process has been modified 
materially with the onset of puberty. The group also warrants more 
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than passing interest by virtue of a general glandular enlargement and 
the presence of a persistently enlarged thymus in all three cases. The 
presence of nonbullous inflammatory areas is noteworthy, particularly 
in the case of the eldest boy, in whom the tendency to the formation of 
bullae gradually disappeared. The fact that the skin condition varied 
materially from time to time is to be emphasized, as is the normal dis- 
tribution of elastic tissue and the superficial character of the process, 
perhaps explaining the absence of milia, epidermal cysts and scarring. 


AUTHOR'S VIEWS CONCERNING ETIOLOGY 

In attempting an etiologic explanation of the group of cases reported 
here, certain facts have been enumerated. Unfortunately, their inter- 
pretation leads one afar into the theoretical field and even into the realm 
of conjecture. I am inclined to theorize as to the possibility of endocrine 
etiologic background for epidermolysis bullosa, hereditary, congenitai 
or acquired, excepting, perhaps, in those cases belonging to the group of 
congenital defects by virtue of congenital lack of elastic tissue, although 
even this structural defect may in turn depend on endocrine dysfunction. 
The anterior lobe of the pituitary is credited with connective tissue 
formation. The varied clinical picture, simple or dystrophic, associated 
alopecia or none, tendency to recovery after puberty, etc., suggests such 
origin, although satisfactory explanation of all symptoms cannot be 
made even on the basis of a polyglandular syndrome in the light of the 
present rather scant knowledge of the glands of internal secretion. 
The demonstration of a persistent and enlarged thymus in the three 
cases embodied in this report is perhaps significant in association with 
the aforementioned suggestive clinical manifestations. [xperimental 
results having to do with the function of the thymus are rather con- 
tradictory. Most agree as to certain generalities: that the time of 
thymic activity is normally limited to infancy (Berman, Holt, Brown 
and others); that it has to do with the skeletal development (Janeway, 
Close and Vogt; denied by Park and McClure) ; that “the body under 


thymic influence takes on growth and accretion, and that certain 


inhibitions chiefly in the direction of the gonads are operative. Trans- 
lated into clinical signs it means that the marks of sex differentiation 
are held in abeyance, the secondary characteristics being absent. The 
suprarenal glands are small and inefficient, etc.” (Timme). The latter 
author calls attention to frequent ensuing suprarenal and pituitary dis- 
turbances developing in a compensatory role, or more often deficiency 
of the same due to antagonistic thymic action. Suprarenal insufficiency, 
according to Timme and others, leads to such phenomena as to rapid 
changes in blood pressure with predominatingly low figures, loss of 
capillary tone, myasthenia, etc., while hypopituitarism leads to unde- 
veloped sex growth, lack of hair or tendency toward the other sex in 
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distribution, adiposity and, in boys, development of mammary glands 
with feminine contour. The anterior lobe is believed to control connec- 
tive tissue growth and the activity of the gonads; the posterior lobe is 
credited with stimulating metabolism, maintaining blood pressure, 
increasing peristalsis and stimulating the sympathetic nervous system. 
Thus, children of the type reported here presenting symptoms of status 
thymicolymphaticus, if spared an early death will present varied clinical 
manifestations with varying internal glandular compensations. Reports 
of cases of status thymicolymphaticus, such as that of Timme in his 
“Lectures on Endocrinology’’—in which a boy, aged 13, with an enlarged 
thymus and small pituitary gland, bruised easily, and had an undevel- 
oped genital system, no hair on the body, muscle spasm, enuresis, ete.— 


compared with the cases reported here, present additional weight in 


favor of the theory that epidermolysis bullosa is in certain cases the 
result of a polyglandular syndrome probably involving the gonads, 
pituitary, suprarenal and thymus glands. 


TREATMENT 


No local application was found to be of service. On account of the intestinal 
putrefaction and stasis, a low protein diet was prescribed. The consumption 
of fruits, salads and green vegetables was increased. Fats were permitted in 
moderation. Mild salines were given once daily. The thymus was destroyed 
in all three cases by the following method: Radium, 100 mg., was subdivided 
into four tubes of 25 mg. each and placed 2.5 cm. apart; 0.5 mm. of silver 
and 1 mm. of brass were used as filters. The distance from the skin, 2 cm., was 
obtained by using a block of pith wood to hold the tube, and an application 
of ten hours was made. No erythema was produced and roentgen-ray exam- 
ination six weeks later revealed no thymic shadow, except in the second child, 
on whom the application was repeated with satisfactory result. Pituitary 
substance (whole gland), together with small doses of thyroid extract, was 
given over a period of two months, after which time all three patients showed 
improvement to the extent that some permanent improvement was anticipated, 
but such has not been the case. Apparently none of the three patients has 
been affected favorably by treatment. Lack of cooperation in carrying out the 
details of diet and medication, together with the intermittent employment of 
various patent medicines, chiropractors, herb doctors, electric healers, etc., leave 
one uncertain in evaluating the treatment given. The patients are no better 
now, but study and observation have served only to strengthen the conviction 
expressed above that at least in these three cases a congenital polyglandular 
syndrome with concomitants on the part of the skin best accounts for 
epidermolysis bullosa. 

DISCUSSION 

Dr. CHartes M. WitttiamMs, New York: More careful study of the endo- 
trines is necessary. 

One photograph shows clearly the peculiar fold of the skin of the scrotum 
going up over the base of the penis. I do not think Dr. Guy stressed this 
particularly, but I never saw it portrayed better than in the picture, and it is 


Said to be characteristic of dyspituitarism 
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Dr. Harry E. Atperson, San Francisco: Did you try injecting fluid into 
a bulla to determine how far separation could be made to extend? 

Dr. Wiut1am H. Guy, Pittsburgh: No attempt was made to inject fluid 
into bullae. Fluid was injected intradermally in an attempt to produce lesions, 


with no success. 
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STOVARSOL IN THE TREATMENT OF SYPHILIS 
PRELIMINARY REPORT * 


FRANK W. CREGOR, M.D. 
AND 
FRANK M. GASTINEAU, M.D. 


INDIANAPOLIS 


Many clinical observers feel that the present method of intravenous 
arsenical therapy is not entirely satisfactory in all cases of syphilis. 
Patients are often seen who have received the usual intensive intravenous 
arsenical therapy early in the course of the infection and yet develop 
latent manifestations. The search for more efficient remedies has per- 
sisted. Recently, French investigators have called attention to an impor- 
tant arsenical product which is used orally in the treatment of syphilis. 
This product is known as stovarsol or 190. 

In 1760, Louis Cadet of Paris discovered the first organic arsenical 
compound. This product, known as Cadet’s arsenical liquid, was studied 
intensively by Robert Bunsen during the years from 1837 to 1843. He 
separated it into its predominant elements of carbon, hydrogen, arsenic 
and oxygen, and showed that the oxygen was replaceable by nonmetallic 
elements. Berzelius recognized this oxygenated arsenical compound 
and gave it the name of cacodyl because of the disagreeable odor of its 
compound. In 1860 Bechamp in his researches discovered the first 
aromatic compound sodium arsanilate), but it was not until 1902 that 
Thomas and Breinl used it under the name of atoxyl in treating trypano- 
somiasis. In 1907 the attention of Paul Ehrlich and his co-workers was 
attracted to this product, and as a result chemotherapy developed into an 
important branch of science. After much painstaking work, in 1909 
Ehrlich announced his momentous discovery of arsphenamine. 

Ehrlich’s discovery is one of the outstanding feats of modern medical 
science, and the spectacular results obtained by arsphenamine caused 
emphasis to be placed on the trivalent arsenic. Ehrlich’s work would 
warrant the conclusion that he believed trivalent arsenic was more active 
than pentavalent arsenic in vitro and vivo. At any rate, the prestige of 
arsphenamine eclipsed the interest in the arsenic products. 

Arsenic compounds have been looked on with suspicion because they 


were supposed to cause nervous symptoms. At present, it cannot be 


said that a free arsenic acid group means that the nervous system has 
been affected. Nervous symptoms which were attributable to sodium 
arsanilate have not been observed following the use of stovarsol. In 

* Powers-Weighman-Rosengarten supplied us with the stovarsol used in 


this work. 
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1921, M. Fourneau at the Pasteur Institute, in conjunction with Trefonel 
and Navarro-Martin, published a preliminary note on investigations 
with pentavalent arsenic. In the succeeding months other French investi- 
gators, notably Levaditi, reported experimental work with this product. 
It is known as p-Hydroxy-m acetylmaninophenylarsinic acid, stovarsol 
or 190. Oppenheim of Vienna and others have had extensive clinical 
experience with stovarsol, and their reports are complete and encouraging. 

One of the advantages of using stovarsol is that it can be given 
by mouth. It is not the first organic arsenical product that has been 
given orally. In 1911, Fournier experimented with the oral administra- 
tion of arsphenamine and neoarsphenamine without much success. 

The arsenic radical makes stovarsol a desirable oral remedy. 
Stovarsol is a white, crystalline powder, readily soluble in water, taste- 
less, easily utilized by the digestive tract and rich in arsenic. According 
to French reports, the arsenic content in stovarsol is 27.2 per cent, com- 
pared to approximately 20 per cent in neoarsphenamine. Experimental 
work on animals showed a marked tolerance to the substance. 

Six months ago we began our clinical studies with stovarsol in a few 
selected cases of syphilis. Early and latent cases were chosen for study. 
In view of the uncertainty of dosage and possible reactions, we hospital- 
ized our first patients. Stovarsol, as furnished us, came in tablets 
0.25 Gm. size. In a general way we attempted to administer one tablet 
(0.25 Gm.) of stovarsol per kilogram of body weight to constitute a 
course. [by the intermittent method we administered from ten to twelve 
tablets divided in equal dosage throughout a period of four days, to be 
followed by a rest period of three days to allow for elimination. By the 
continuous method, we provided for constant observation of the patient 
and frequent examination of the urine. The dose, which varied between 
two and four tablets (from 0.5 to 1 Gm.), was dissolved in water and 
given one-half hour before breakfast each day. Some of our patients 
received as much as nine tablets daily (2.25 Gm.) for four days, without 


any untoward result. Our patients were given a course lasting from 
five to six weeks, during which time they received an average of 15 Gm. 
of stovarsol. A short rest period was given, Wassermann tests were 


made, and the patient was examined carefully. Succeeding courses 
similar to the first were then instituted. 

The following typical case histories and photographs illustrate the 
results. 

REPORT OF CASES 

Case 1—P. H., a white man, aged 36, weighing 170 pounds (77 Kg.), 
presented a typical genital hard chancre, with the nearest inguinal glands 
enlarged, firm and painless, the dark field strongly positive for spirochetes 
and the blood Wassermann reaction negative. January 15, treatment by the 
continuous method was begun. The patient received two tablets in the morn- 
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ing and two tablets in the evening, making 1 Gm. for the day. The second day 
he received three tablets in the morning and three tablets in the evening. On 
the following day he complained of chills and fever; the temperature was 
90.4 F.; the urine gave a negative reaction. This reaction was considered of 
the Herxheimer type. The following morning the patient was feeling well, 
and he received three tablets morning and evening as on the previous day. This 
treatment was continued each day until sixty-five stovarsol tablets had been 
administered. No further symptoms developed throughout the course of treatment. 




















Fig. 1 (case 2).—Photograph taken before treatment was instituted. All 
skin symptoms had disappeared when the first course of forty tablets had been 
completed. 


The blood Wassermann reactions on February 2 and February 28 were negative. 


When the patient returned on March 7, he was free from all clinical symptoms. 


The second course of stovarsol was started by the discontinuous method, two 
and a half tablets dissolved in the water being given daily for a period of four 
days, following which the patient rested for three days, making a total of ten 
tablets of stovarsol for the week. Treatment was continued for a period of four 
weeks, at which time the patient disappeared and has not been seen since. 
Case 2.—F. D., a colored girl, aged 23, weighing 175 pounds (79 Kg.), gave 
a history of an eruption which had been present for four weeks. No treatment 
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had been given. Examination revealed a generalized papular eruption with 
annular type lesions onthe face and scalp, papules on genitalia, generalized 
adenitis, and a four plus Wassermann reaction. Treatment was instituted by 
giving ten stovarsol tablets a week by the discontinuous method. The size of 
the tablets as used throughout the entire series was 0.25 Gm. The total number 
of tablets received in the first course was forty. Eight days after the institu- 
tion of treatment clinical symptoms had disappeared. At the expiration of the 
first course the patient was free from clinical symptoms, and the general health 
was good. She left the city, and there was no opportunity for further 
observation. 

Case 3.—W. S., a white man, aged 27, weighting 120 pounds (54 Kg.), 
presented phimosis sclerosa under the foreskin, a generalized maculopapular 
eruption and a palpable generalized adenitis. The Wassermann reaction was 
four plus; the spinal fluid was normal. He received a first course of fifty-six 
tablets of stovarsol, 0.25 Gm. size, by the discontinuous method over a period of 
five weeks. At the end of this time the patient was clinically free from 
symptoms. After one month’s rest the Wassermann reaction was still four 
plus. A second course consisting of sixty stovarsol tablets given by the dis- 
continuous method was next undertaken, after a rest period of four weeks. The 
Wassermann reaction was two plus. The third course of sixty stovarsol tablets 
given by the discontinuous method in a period of six weeks was then given. At 
the end of this course the blood Wassermann reaction was negative, and the 
patient was clinically free from symptoms, had gained 5 pounds (2.3 Kg.) in 
weight and was feeling well. 

Case 4.—V. M., a white girl, aged 20, weighing 108 pounds (49 Kg.), 
presented the follicular papular type of secondary lesions, generalized adenitis, 
a Wassermann reaction of four plus and a normal spinal fluid. By the discon- 
tinuous method she received forty-nine stovarsol tablets of 0.25 Gm. each over 
a period of four weeks. At the expiration of the first course, the patient was 
clinically free from symptoms and had gained 10 pounds (4.5 Kg.) in weight, 
and the Wassermann reaction was still four plus. A second course of fifty 
tablets of stovarsol was given. The patient was still clinically free from 
symptoms; the Wassermann reaction was two plus, and she had gained 
9 pounds (4 Kg.) more. After a rest period of three weeks a third course 
consisting of forty stovarsol tablets was given, and the patient was still 
clinically free. The patient left town, and no further observations were possible. 

Case 5.—C. C., a white man, aged 22, weighing 150 pounds (68 Kg.), presented 
phimosis, early generalized macular secondary lesions and generalized adenitis. 
The Wassermann reaction was four plus; the spinal fluid was normal. He was 
given a course of stovarsol by the discontinuous method, a total of fifty-six 
0.25 Gm. tablets. When the patient left the hospital, the symptoms were 
entirely controlled. He did not return for further observation. 

Case 6.—W. M., a colored man, aged 21, seen in a prison ward, weighing 
160 pounds (73 Kg.), presened generalized adenitis, a Wassermann reaction of 


four plus and normal spinal fluid. There was a history of a sore on the 
genitals followed by an eruption. He was given a course of stovarsol. He 
received two tablets of 0.25 Gm. the first day, three tablets the second day, six 
tablets the third day and six tablets the fourth day. The patient complained 
of severe headache, a metallic taste in the mouth and nausea. The treatment 
was discontinued for four days. Then a course of eight tablets was given 
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over a period of three days, following by a rest of four days. The patient 
tolerated the treatment well. He was discharged from the jail and could not be 
located. 

Case 7.—F. H., a colored man, aged 18, weighing 145 pounds (66 Kg.), was 
seen at the City Hospital with rupial lesions on the trunk and extremities, 
mucous patches in the mouth, generalized adenitis, phimosis and a four plus 
Wassermann reaction. The patient received twenty tablets the first week by 
the discontinuous method. Ten tablets were administered the second week by 
the discontinuous method. A total of sixty tablets was given in the first course in 














Fig. 2 (case 7).—Photograph taken at the time treatment was instituted 
While mucous patches in the mouth yielded to treatment, the skin lesions shown 
were resistant, yielding later to treatment with iodides and neoarsphenamine. 


one month. At the end of the first course the mucous patches had healed, the 
sore on the penis had practically healed and the rupial lesions on the body 
were unchanged. The patient had a trace of albumin in the urine all during the 
course. The albumin cleared up when the treatment was stopped. After one 
week's rest iodides were administered orally and 0.45 Gm. of neoarsphenamine 
was given intravenously. After three injections of neoarsphenamine the rupial 
lesions healed. The patient was discharged from the hospital free from clinical 


symptoms. 
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Fig. 3 (case 8).—Photograph taken June 20, 1926, showing rupial syphilid. 








Fig. 4 (case 8).—Photograph taken Aug. 4, 1926, showing healed lesions. 
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Case 8—B. P., a white woman, aged 26, weighing 81 pounds (37 Kg.), was 
seen at the clinic with syphilis contracted two years before. She received four 
doses of neoarsphenamine which controlled the skin symptoms. At that time 
no further treatment was given. The uvula was completely destroyed. There were 
severe skin lesions of the rupial type on the face, body and extremities, and 
mucous patches. The patient was so weak that she could scarcely walk. She 
was emaciated, and able to eat only liquids and semisolids. The Wassermann 
reaction was four plus. A course of stovarsol was given by the discontinuous 
method, eight tablets a week. At the end of the first week, the mouth was 


entirely healed; at the end of the fourth week, the lesions on the body were 





‘ig. 5 (case 10).—Photograph taken June 30, 1926, showin: 


gue, maculopapular eruption. 


6 (case 10).—Photograph taken Jul) 
and the skin eruption disappeared. 


had gained 12 pounds (5.4 Kg.) in weight \ second 


i 


forty tablets was instituted over a period of one month. The lesions 
healed at the end of the month, and the patient had gained 10 pounds 
The Wassermann reaction was still positive \t present th 

a third course of treatment 
a colored man, aged 23, weighing 140 pounds (63 Kg.), was 
with a scar on the penis, a generalized papular eruption, 
patches in the mouth and generalized adenitis. The Wassermann 


was four plus. The discontinuous method of therapy was admir 


n tablets a week being given. At the end of the first week there 


recession of lesions The patient comp iined of a severe | 
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and abdominal cramps, which were relieved in twenty-four hours by stopping 
the treatment temporarily. At the end of the second week the lesions had 


entirely disappeared. The treatment was continued until sixty tablets had 


been administered. The Wassermann reaction was still four plus. At the 
end of the second course of fifty tablets the symptoms were still controlled. 
The Wassermann reaction was negative. The patient gained 8 pounds (3.6 Kg.). 
He is still under observation. 

Case 10.—H. G., a white woman, aged 32, weighing 135 pounds (61 Kg.), 
seen at clinic, had a primary lesion on the tongue, papular secondary lesions, 
generalized adenitis and mucous patches. The patient presented a toxic con- 
dition. The Wassermann reaction was four plus. Treatment was instituted by 
the discontinuous method, ten tablets a week being given. The chancre was 


Fig. 8 (case 11).—Photograph taken July 22, 1926. 


entirely healed at the end of the first week. The skin was cleared at the end 
of the second week and the symptoms were entirely controlled. Following a 
second course of stovarsol the Wassermann reaction was negative. The patient 
is still undergoing treatment. 

Case 11—B. M., a white woman, aged 42, weighing 180 pounds (81.6 Kg.), 
presented a frambesoid syphilid of eigheen years’ duration involving the left 
foot. The Wassermann reaction was four plus. Twelve tablets a week of 
stovarsol were administered in the discontinous method. At the end of the 
first week there was marked improvement. The lesion was entirely healed in 
three weeks after a course of sixty tablets. The patient is still under 
observation. 

‘ASE 12.—B. P., a white woman, aged 47, weighing 160 pounds (73 Kg.), had 
i serpingious syphiloderm on the chin the size of a silver dollar. The Wasser- 
nann reaction was four plus. The blood pressure was 190 systolic and 94 
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Photograph taken Aug. 23, 


Photograph taken Sept. 7 


linistration of twenty-four ta 


of stovarsol. 


1926, showing serpiginous 





1926, following two weeks’ 


blets of stovarsol 
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diastolic. Eight tablets were administered weekly by the discontinuous method. 
The lesion was healed in three weeks. There was marked diarrhea the first 
ten days which disappeared at the end of the second week. <A total course of 
fifty tablets was given. The symptoms were clinically controlled. The patient 
is still under observation. 

Case 13.—M. D., a white woman, aged 33, weighing 90 pounds (41 Kg.), was 
seen at the City Hospital, markedly emaciated, with syphilitic periostitis of the 
left humerus and gummatous lesions on both sides of the neck of nine months’ 
duration. The Wassermann reaction was four plus. Eight tablets weekly were 
administered by the discontinuous method. At the end of four weeks she had 
gained 9 pounds (4 Kg.), the gummas were healed, and there was marked 
improvement of the humerus. A second course of sixty tablets of stovarsol 
was administered in six weeks. She gained 12 pounds (5.4 Kg.). She had 
practically full use of the affected arm. The Wassermann reaction was still 
four plus. She is still under observation. 

Case 14.—E. W., a white girl, aged 22, weighing 110 pounds (50 Kg.), had an 
eruption which had been present for three months. Examination revealed a 
papulosquamous. generalized eruption, alopecia specifica, leukoderma specifica 
on the neck, generalized adenitis, and a four plus Wassermann reaction. By 
the discontinuous method she received sixty-eight stovarsol tablets over a 
period of five weeks. There was marked improvement at the end of the second 
week. At the completion of the course the Wassermann reaction was negative 
and the skin lesions were entirely healed, but pigmentation persisted at the 
site of the eruption. The patient is still under observation. 

Case 15.—B. H., a white woman, aged 36, weighing 154 pounds (70 Kg.), 
came to the office with a lesion on the right knee which had persisted for five 
months. Examination revealed a serpiginous syphiloderm on the right knee, 
and a four plus blood Wassermann reaction. She was given stovarsol by the 
discontinuous method. There was marked improvement at the end of two 
weeks. The lesion was almost healed. The patient is still under observation. 


COM MENT 


In selecting our patients, an effort was made to choose those with 
cases of more than moderate severity. It is a common observation that 
mild macular eruptions of secondary syphilis often disappear in a short 
time without antisyphilitic therapy. \We observed that all of our patients 
had a feeling of well-being while under treatment. In the average case 
the patient gained in weight and general vitality, notably so in the severe 
rupial and latent cases. The reactions were mild headaches, slight elevation 
of temperature and a metallic taste which was observed in some cases. In 
a few of our early cases, the medicine was administered continuously, and 
a large amount of arsenic was tolerated in a comparatively short time. 
We felt it was wise, however, to treat the patient who had an average case 
more cautiously, and allowed three day rest periods at the end of the 
week to permit excretion of the arsenic. We felt that improvement 
would have been more rapid in some cases if we had administered 
iodides with the stovarsol, but we did not do so for the reason that we 
did not want to obscure the effect of the stovarsol. 





CREGOR-GASTINEAU—STOVARSOL IN SYPHILIS 


The beneficial effect of stovarsol was marked in primary, secondary 
and tertiary cases. Only one case was resistant to treatment and that was 
of the severe rupial type. Syphilis apparently was aborted when treat- 
ment was instituted in primary cases; clinical symptoms were promptly 
controlled in secondary and tertiary cases, and serologic improvement 
was noted. In all but one case we felt that headache was explained by 
a recent spinal puncture. 

In another group of cases of less definite clinical symptoms treatment 
was administered. ‘These patients had definite histories of syphilis and 
showed syphilitic manifestations in the viscera and in the heart and gave 
persistant positive blood Wassermann reactions. Improvement was 
noted in each case by a gain in weight and a feeling of well-being. 

Clinical observations would suggest that stovarsol is strongly 
spirocheticidal. 

Patients should receive the usual intramuscular injection course of 
mercury or bismuth after the completion of the stovarsol treatment. In 
our work our patients have not yet been placed on this therapy, but as 
symptoms are controlled we will follow the usual routine in this regard. 
With the assistance of Dr. Max Bahr, we have begun using stovarsol in 
the treatment of syphilis of the central nervous system, in conjunction 
with the malarial therapy, by administering a course of stovarsol before 
the inoculation with malaria, and by administering a second course of 
stovarsol immediately following the control of the malaria by quinine— 
a series of such cases running parallel with an equal number of patients 
receiving only the malarial treatment. These observations will be 
embodied in a later report. 

CONCLUSIONS 

The work of European investigators and our own observations show 
that stovarsol is useful in controlling the clinical manifestations of 
syphilis and causing improvement in the serology. The systemic reac- 
tions are slight compared with those caused by treatment by the 
intravenous route. At the present state of knowledge we feel that 
stovarsol has a place in the treatment of syphilis. Accurate dosage is 
yet to be determined. We are convinced that the tolerance of stovarsol 
is high compared to that of other arsenicals. Its efficiency is comparable 
to that of neoarsphenamine. Animal experimentation should be used 
as a means of determining the lethal dosage and the effect on the tissues. 
Only the future and further investigations will show the permanent value 


of stovarsol. It appears to be a valuable aid in aborting syphilis. The 


method of administration should make stovarsol the most useful 


prophylactic arsenical. 


724 Hume Mansur Building. 











ULCUS VULVAE ACUTUM 
REPORT OF A CASE 


GAROLD V. STRYKER, M.D. 


ST. LOUIS 


Before Finnerud * called attention to “ulcus vulvae acutum” no case 
occurring in this country had been reported as such. Shortly following 
this paper Rostenberg* published a report of a case which is the first 
in the American literature. This disease apparently is common in 
continental Europe, as Lipschiitz has compiled fifty-one cases. Five 
other cases have been observed in England by McDonagh.* 

The following case is worthy of report as the second in the Ameri- 
can literature. 

REPORT OF CASE 


Mrs. H. A., aged 52, consulted me on account of a ringworm infection of 
the genitocrural region. During the examination the mucosa of the vulva and 
the skin of the perianal region were noted to be normal, and there were no 
symptoms referable to these parts. The patient’s general health was good, and 
there was no history of infection of the genital tract at any time. 

Two days after the initial visit the patient returned complaining of pain in 
the genital region which was especially marked on sitting down. An examina- 
tion of the vulva and perineum at this time revealed an indolent vaginitis, 
with purulent, stale smelling discharge, and numerous ulcers on the labia 
minora, the medial and lower portion of the labia majora and the skin 
surrounding the anus. The ulcers ranged from 3 to 7 mm. in diameter and 
their shape was irregular, some being oval, others round and others fissured. 
An inflammatory areola surrounded each lesion; the sides were sloping and the 
edges undermined; the bases, which were depressed, were covered with a white 
necrotic membrane. They were tender to touch and pressure, but were other- 
wise painless. The patient stated that they came on suddenly, being noticed 
for the first time on arising that morning. The temperature and pulse were 
normal, and the patient had no general malaise. 

Smears were made and examined at the department of bacteriology of the 
St. Louis University School of Medicine. Bacilli were found in large numbers 
which morphologically resembled Bacillus crassus or Déderlein’s bacillus. No 
spirochetes were demonstrated. It was impossible to obtain cultures for further 
study because the lesions cleared up before the acetic fluid agar could be 
prepared. 

1. Finnerud, C. W.: Ulcus Vulvae Acutum (Lipschiitz), Arch. Dermat. & 
Syph. 13:55 (Jan.) 1926. 

2. Rostenberg, A.: Ulcus Vulvae Acutum, Arch. Dermat. & Syph. 13:539 
(April) 1926. 

3. McDonagh, J. E. R.: Acute Ulceration of the Vulva, Brit. J. Dermat. 
36:285 (July) 1924. 
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Treatment consisted of ordinary hygiene and douches of boric solution. 


This case coincides so closely with Finnerud’s description as to leave 
no doubt of the diagnosis, which is further strengthened by the presetice 
of the Bacillus crassus in large numbers and the rapid involution under 
simple treatment. 











Editorial 


BLEPHAROCHALASIS 


In The Journal of the American Medical Association of Nov. 20, 
1926, there is a comprehensive paper on blepharochalasis by Dr. William 
L. Benedict. The condition is a dermatosis of the lids, but it is not 
included in dermatologic literature. The chief purpose of this note is to 
call attention to it. A detailed description of the condition will be found 
in Benedict’s article. It is essentially a condition that begins as an 
edema of the lids, not involving other parts of the face, which may 
remain as such, but which usually results in atrophy of the involved skin. 
xcept for the subsequent atrophy and its confinement to the lids, it 
strikingly suggests, clinically, the condition on the face originally 
described by Jonathan Hutchinson as solid edema of the face. 

The resemblance to solid edema is so close that a letter was written 
to Dr. Benedict calling his attention to the resemblance. His reply gives 
clearly the grounds for the distinction made by ophthalmologists between 
this condition and solid edema, as follows: 


I wish to acknowledge receipt of your letter of November the twentieth 
in regard to my article on “Blepharochalasis” and thank you for the reprint of 
your article on “Solid Oedema of the Face.” The chief distinction between 
blepharochalasis and solid edema of the face lies in the subcutaneous 
changes. In blepharochalasis there is no tissue hyperplasia, but on the other 
hand there is distinct tissue atrophy of the deeper layers of the skin and 
subcutaneous tissue leading to marked wrinkling of the skin and slight dis- 
coloration so that it has frequently been alluded to as “crumpled cigarette 
paper.” We recognize a condition alluded to as solid edema of the lids; 
cases have been reported recently by Dr. Bedell of Albany and Dr. Beach 
of Portland, Maine. 

There is a considerable difference also in the onset of the two diseases. 
Blepharochalasis usually begins as a transient edema often referred to as 
angioneurotic edema of the eyelids. During the course of the disease, there 
is no tissue hyperplasia and after the edema has subsided the skin assumes 
its normal appearance except in the later stages of the disease when it under- 
goes this marked atrophy. In most of the cases of solid edema of the eyelids 
which have been reported, there was no involvement of the face beyond the 
orbital margin. 

There are many points of similarity, but I think there is sufficient dis- 
tinction in the onset, course and sequela of the disease to warrant a clinical 


distinction. 


Just what group of dermatoses this condition belongs in is an inter- 


esting matter for speculation. 
W. A. P. 





Correspondence 


FOOD SENSITIZATION AND APHTHOUS STOMATITIS 


To the Editor:—Apropos of Dr. H. G. Templeton’s paper in the October 
issue of the ARCHIVES oF DERMATOLOGY AND SYPHILOLOGY concerning the 
etiology of aphthous stomatitis or common “canker sores,” I have definitely 
determined that in my own case they follow the ingestion of English walnuts 
and apparently nothing else. During the past four years I have observed their 
occurrence carefully; they invariably occur within twenty-four to forty-eight 
hours after eating even a small quantity of walnuts, and usually last a week 
or more. 

I am so thoroughly aware of this sequence that I purposely avoid walnuts 
whenever possible. One of my recent attacks occurred forty-eight hours after 
eating some pistachio ice cream. On inquiry I found that synthetic pistachio 
flavoring had been used and that English walnuts had been substituted for 
pistachio nuts. I have encountered not a few patients who have volunteered 
the information that walnuts gave them canker sores. In my own case roasting 
the walnuts seems to destroy the toxic effect. My skin does not react to 
walnut allergen. 

The suggestion that English walnuts was sometimes responsible for mouth 
herpes came to me originally from my esteemed teacher, Dr. Charles J. 
White of Boston. 

SAMUEL Ayres, Jr., M.D., Los Angeles. 











News and Comment 


GENERAL 


Early Instruction in Dermatology in the United States—The University 
of Pennsylvania announced a course of preliminary lectures on diseases of 
the skin by Dr. H. Lenox Hodge, physician to the Children’s Hospital, for 
Sept. 7, 1868. 

Harvard College appointed Dr. James C. White, professor of dermatology 
in the Medical School, on Nov. 2, 1871. 

THE ARCHIVES OF DERMATOLOGY AND SyPHILOLOGY would be glad to have 
any items of information as to other early formal instruction in dermatology. 


NEW YORK 


Opportunities for Postgraduate Study in Dermatology and Syphilology in 
New York.—The New York Academy of Medicine has issued a “Synopsis 
of Approved Opportunities offered in Greater New York for Graduate Study 
in Dermatology-Syphilology.” In it are shown all of the different activities 
in this field in the New York schools and hospitals. A great deal of this 
work is being done. It is well systematized and comprehensive. It makes 
New York one of the great centers of dermatologic teaching. The synopsis 
is a convenient epitome of this work which will be valuable to prospective 
students. Copies of it can doubtless be obtained from the academy on request. 


CORRECTION 


The New York University was in some way omitted from the list of Graduate 
Courses in Medical Subjects and Residencies in Specialties, published in the 
November issue of the ARCHIVES OF DERMATOLOGY AND SyPHILOLOGy (14:572, 
1926). 


OKLAHOMA 


Inoculation with Syphilis—Physician as Witness (//owe v. State [Okla.}, 
244 Pac. R. 826).—The Criminal Court of Appeais of Oklahoma says that 
defendant Howe was convicted of inoculating another with a venereal disease, 
and sentenced to serve a term of three years in the state penitentiary. . The 
prosecution was under the statute which provides that any person who shall 
inoculate himself or any other person or shall suffer himself to be inoculated 
with smallpox, syphilis or gonorrhea, and shall spread or cause to be spread 
to any other persons with intent to or recklessly be responsible for the spread 
of or prevalence of such infectious disease, shall be deemed a felon. The 
information charged that on or about a certain date in a named county in the 
state the defendant did unlawfully and feloniously inoculate and infect another 
person, his wife, with a contagious and infectious disease commonly known as 
syphilis, with the unlawful and felonious intent on his part to spread such 
infectious disease recklessly. It was contended that the information was insuffi- 
cient in failing to allege that the defendant “knowingly” inoculated another 
with a contagious disease as prohibited by the statute, but the court holds 
that the information contained all the allegations of scienter or knowledge that 
the statute requires, and was sufficient. One who did not know himself to 
have a disease could not, under this statute, intentionally communicate the 
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disease to another, nor if without knowledge that he was inoculated could he 
recklessly be responsible for communicating it to another. Proof of know- 
ledge may be shown by either direct and positive testimony or by circum- 
stances. A person knowing himself to be inoculated with any of the diseases 
named in this statute who shall intentionally or recklessly be responsible for 
communicating such disease to another is guilty of a felony. 

In the evidence of the state in chief, a physician was called as a witness 
and testified as to the condition of the defendant’s wife; and testimony was 
further drawn from him to the effect that he had also treated the defendant, 
and the statements made to him by the defendant, and, over the objection 
of the defendant, there was permitted testimony of statements made by the 
defendant and of knowledge obtained by examination after he had been 
employed by the defendant as his physician. At that time the defendant had 
not testified, and the privilege had not been waived as might be done under 
the latter part of the Oklahoma statute which provides that a physician or 
surgeon is incompetent to testify concerning any communication made to him 
by his patient with reference to any physical or supposed physical disease, 
or any knowledge obtained by a physical examination of any such patient, 
but the privilege is waived if the person offers himself as a witness on the 
same subject. Admitting the testimony in question was a violation of the 
statutory rights of the defendant; and the case is reversed and remanded. 


RIO DE JANEIRO 


Balzer’s Dermatomycosis.—Prof. E. Rabello described to the Academy of 
Medicine a case of disseminated vegetative dermatomycosis he has observed 
with Dr. O. da Fonseca, chief of the Clinical Dermatology Laboratory. Balzer, 
Gougerot and Bunier described about fourteen years ago a similar case caused 


by Mycoderma pulmoneum. Rabello had in the same year an identical case 
but did not succeed in isolating the M. pulmoneum. Da Fonseca’s efforts also 
failed to find the organism in the present case. The presence of a culturable 


organism seems doubtful. The two Brazilian cases exhibited, as that of 
Gougerot, the tuberculoid lesions so common in mycotic processes. 


BUDAPEST 


Result of Five Years’ Treatment of Patients with Congenital Syphilis.—At 
the same meeting Dr. Endre Tudos read a paper on congenital syphilis and 
reported on his method of treatment. In the ambulatory division of his clinic, 
480 patients have been handled in the last five years. Of these, 337 received 
regular treatment; 143 discontinued treatment for reasons unknown; ninety- 
two completed at least one course of treatment but their condition afterward 
could not be ascertained, and thirty-five died. Among the patients, 231 were 
under 1 year of age, of whom thirty-three (16 per cent) died. The causes 
of death in the overwhelming majority of patients were various complicating 
acute infections. The mortality was greatest among those under 2 months 
of age. The Wassermann reaction was rendered negative in 70 per cent of the 
cases. Of those under 1 year of age, 55.79 per cent became Wassermann 
negative; whereas, of those over 1 year of age, the ratio was only about 
50 per cent. Best results were achieved with the combined treatment of bismuth 
and neoarsphenamine. Recurrences have not occurred. Congenital syphilis 
retards children in physical and mental development. The earlier treatment is 
begun, the better are the results. Treatment of syphilitic mothers during 
gestation is very important. 
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Obituary 


IRVING LEE McGLASSON, M.D. 
1876-1926 


Dr. Irving Lee McGlasson of San Antonio, Texas, aged 50, died 
suddenly on Nov. 26, 1926, of angina pectoris. Dr. McGlasson was 
born in Kentucky but spent his boyhood in Texas and lived there most 
of his professional life. After several years in general practice, he 
served as quarantine officer at Galveston for four years, during which 
time, by order of the state government, he made a study of sanitation 
in Europe. When his report of this work was made, he was called to 
Panama for mosquito experimentation, returning later to practice in 
Waco, Texas. From the time of his European study, he was interested 
in dermatology. At the beginning of the World War, he entered the 
medical corps as a major and was stationed at Fort Sill; then he was 
transferred to Camp Lewis and later to Camp Travis, where he remained 
until the end of the war. From that time on, he devoted himself to the 
practice of dermatology in San Antonio. He was one of the organizers 
and the first chairman of the Section on Dermatology of the Southern 
Medical Association, was vice-chairman of the Section on Dermatology 
and Syphilology of the American Medical Association in 1923, and was 
a member of the American Dermatological Association. He was active 
and influential in the profession in his state—few men there would be 
more missed. 

His was a robust and pleasing personality. A serious student and 
hard worker, he was at the same time a jovial, friendly man, who 
enjoyed life. 
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Abstracts from Current Literature 


TREATMENT OF Earty Sypuitis: I. A PLAN or TREATMENT FOR ROUTINE USE. 
J. E. Moore and A. Kemer, Bull. Johns Hopkins Hosp. 39:1 (July) 1926. 
II. CurntcaL Resutts 1x 402 Patients. J. E. Moore and J. E. Kemp, 
ibid., p. 16. II]. THe WASSERMANN REACTION IN TREATED Earty SyYPHILITICs. 
J. E. Moore and J. E. Kemp, ibid., p. 36. 


In the treatment of early syphilis emphasis is laid on the importance of 
treating without delay, especially in primary cases, the value of a complete 
history and physical examination and a periodic reexamination. 

In their work, arsphenamine (from 0.3 to 0.4 Gm.), mercury inunctions and 
potassium iodide were employed using a continuous form of treatment on the 
basis that in early cases the patient has not developed his own resistance and 
that spirocheticidal drugs should be present constantly until all organisms are 
destroyed. Eight injections of arsphenamine at weekly intervals were given 
in the first course and six in the subsequent courses, alternating with courses 
of mercury of four, six, eight and ten weeks in the successive courses. Treat- 
ment was continuous for one year after the blood Wassermann and spinal 
fluid reactions had become and had remained completely negative. A patient 
was considered cured after a year without treatment or lesions, provided the 
blood Wassermann reaction remained negative. Blood Wassermann examina- 
tions were made at the time of every injection of arsphenamine and the spinal 
fluids were examined during the second course of mercurial inunctions. 

The cases studied were divided into forty-two cases of seronegative primary 
syphilis, sixty-one of seropositive primary syphilis and 299 of early secondary 
syphilis. Recurrences were classified as cutaneous, neurorecurrences, late 
syphilis of all types, neurosyphilis and Wassermann positive latent syphilis. 

Treatments given were divided into four groups: (1) those in which from 
one to two courses of arsphenamine were given; (2) those in which from one 
to two courses of arsphenamine with one course of mercury were given; 
(3) those in which three courses of arsphenamine with mercury were given; 
(4) those in which four more courses of arsphenamine with mercury were 
given. 

In seronegative primary syphilis the percentage of probable cures was 
23.5 per cent for cases in treatment group 1, 45.4 per cent in group 2, 85.7 per 
cent in group 3 and 100 per cent in group 4. Recurrences in this class were 
in the reverse order in treatment groups. 

In the class of seropositive primary syphilis, the percentage of probable 


cures was lower —9.7 per cent in group 1, 47 per cent in group 2, 50 per cent 


in group 3 and 59.1 per cent in group 4, with recurrences of from 93.3 per cent 
in group 1 to 40.9 per cent in group 4. 

In early secondary syphilis the percentage of probable cures was comparable 
to those of seropositive primary except in group 4 in which 76.2 per cent 
were cured. 

Fifty-five patients developed recurrent secondary cutaneous lesions, appear- 
ing on an average of eight months after treatment. Fifty-eight developed 
neurorecurrences in an average time of 2.7 per cent months, late recurrences 
including neurosyphilis being found in seventy-two patients. Of the whole 
group of patients, 11 per cent ultimately developed tertiary syphilis, 6 per cent 
late neurosyphilis. 
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Of fifty-four patients having an early negative spinal fluid examination, only 
three subsequently developed a positive fluid, but they had in the meantime 
developed a recurrent secondary syphilis or a positive Wassermann reaction. 

Eighty-eight patients developed a recurrent positive Wassermann reaction 
without clinical evidence of syphilis. 

In the study of the effect of treatment on the Wassermann reaction, curves 
are plotted to show the results of both continuous and interrupted treatment. 
The curve following continuous treatment shows a rapid drop after one or 
two injections of arsphenamine, with a continuous decline toward normal. The 
curve of interrupted treatment shows sharp rises during rest periods and 
a slower decline to negative. 

They found that 85 per cent of all cases of seropositive early syphilis were 
reduced to negative by from six to eight injections of arsphenamine, some 
of these cases being abnormally rapid, others abnormally slow. They suggest 
a frequent repetition of the Wassermann test as a prognostic aid, stating that 
a prematurely negative Wassermann reaction may indicate a lack of resistance 


to syphilis. . 
Jamieson, Detroit. 


MENACE OF THE SLIGHTLY PosITIVE WASSERMANN Reaction. J. H. MitcHe tt, 
J. A. M. A. 87:1351 (Oct. 23) 1926. 


Mitchell says that syphilophobia has increased greatly, as a result of the 
widespread venereal disease propaganda. The laity has been taught to regard 
laboratory tests as infallible and they accept the result of this test as a dictum 
from which there is no appeal. Many members of the profession also are 
guilty of unthinking reliance on this test, and they are willing to accept a 
one or two plus reaction as indubitable evidence of the presence of syphilis. 

Family tragedies, blighted careers and other social disasters result from 
the incorrect interpretation of Wassermann reaction reports. 

The serologist and the syphilographer have the duty of enlightening both 
the public and the profession in regard to the Wassermann test. It should 
not be forgotten that in making the test more sensitive, the danger of false, 
weakly positive, reactions is enhanced. 


A Rep ToruLta AS THE CAUSE OF A TONGUE ABNORMALITY. R. S. ALVAREZ, 
J. A. M. A. 87:1358 (Oct. 23) 1926. 


In the case reported a red patch of hairlike filaments on the back of the 
tongue was due to a yeast. The organism was nonpathogenic for the guinea- 
pig. The patient underwent arsphenamine and quinine treatment for chronic 
malaria, and in about a month the patch had disappeared. No local medication 
was used. In this case agglutination tests were positive. 


Tue STERILIZATION OF LocaAL AND GENERAL InFecTions. H. H. Youne, J. A. 
M. A. 87:1366 (Oct. 23) 1926. 


Young gives an extensive summary of the effects produced by mercuro- 
chrome-220 soluble intravenously in a number of different infectious conditions. 
The article contains an analytic survey of 680 cases, both newly and previously 
recorded ones. Among matters of special dermatologic interest are the 
following. 

In one case of anthrax of severe type cure was effected. In a laboratory 
investigation, Young reports that in a large series of guinea-pigs infected with 
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anthrax, 92 per cent of untreated controls died, while only 39 per cent of the 
animals treated with mercurochrome-220 soluble succumbed. 

The results of this treatment in cellulitis have been good. The same may 
be said of erysipelas. Cures in resistant furunculosis and carbunculosis are 
mentioned. Improvement has been noted also in leprosy. Two cases of Madura 
foot responded to the drug, and cures are reported in four cases of psoriasis. 

While mercurochrome-220 soluble does not render the blood completely 
germicidal, it does enhance its bacteriostatic and inhibitive qualities. The 
reactions produced by the drug seem to be beneficial but many cases of 
beneficial effects are recorded in which no reaction developed. 


Non-SPECIFIC PROTEIN THERAPY IN GENERAL PARALYSIS: PRELIMINARY REPORT. 
M. M. Kunoe, G. W. Hatt and F. J. Gerty, J. A. M. A. 87:1376 (Oct. 23) 
1926. 


Because of the well-known disadvantages of malaria treatment of general 
paralysis, the authors believed that an investigation of the effects of non- 
specific protein therapy was warranted. They employed combined typhoid 
vaccine, in quantities sufficient to produce chill and fever. This method has 
the advantages of producing chills when wanted, of approximate control of 
the febrile height and of not inoculating the patient with a pathogenic organism. 
The leukocytosis that occurs may be an advantage. 

The clinical effect of this method is not recorded in this preliminary report. 


MicuHAEL, Houston, Texas. 


THE WASSERMANN REACTION IN Marartra. R. B. Lioyp and Rar G. C. Mitra 
Banapvur, Indian J. M. Research 15:135 (July) 1926. 


From a study of eighty-five cases of malaria, the authors feel that more 
dependable results are obtained if calculations are made as accurately as 
possible of the syphilis rate of the community; then if the disease in question 
does not yield a considerably higher percentage of positive Wassermann reac- 
tions than the average syphilis rate, it may be concluded that there is no 
evidence that the disease is a cause of a positive Wassermann reaction. Judging 
by this criterion, they considered that their results of twelve positive reactions 
in eighty-five malarial cases (14 per cent) were well within the syphilis rate 
of the Calcutta Hospital population, and that therefore there was no evidence 
that the malaria patients they examined had positive Wassermann reactions 
caused by malaria. They conclude that the presence of malarial parasites in 
the blood does not cause a positive Wassermann reaction when the latter is 
carried out by a method the technic of which conforms to modern standards. 


Guy, Pittsburgh. 
BrotoGic RESEARCHES ON THE Leprous Inrection. <A. Serra, Gior. ital. di 
dermat. e sifil. 67:1109 (Aug.) 1926. 


The author has found the Hansen bacillus in the lymph extracted from 
the lymphatic glands of the groin, neck, axillae and other locations in 
practically all cases of leprosy. Hansen bacilli were found also in the 
lymphatic glands of persons apparently healthy, but who were in daily contact 
with lepers. The Hansen bacillus was isolated from the blood in three out 
f thirty-three patients examined. 











66 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


The author emphasizes the great importance of the examination of the 
lymph, directly extracted from the lymphatic glands, in the early diagnosis 
of leprosy, most cases being positive long before the bacilli can be found in 
the mucous membranes or in the skin lesions. 


ENpocrinous DistTuRBANCES AND Psortasis. A. RApDAELI, Gior. ital. di dermat. 
e sifil. 67:1130 (Aug.) 1926. 


Radaeli has been unable to demonstrate any relation between psoriasis and 
disturbances of the thymus function. In some of his cases, there were symp- 
toms of endocrinous dysfunction that could be attributed to other glands. In 
his cases, roentgen-ray applications over the thymus region were without 
effect. 


SYSTEMATIZED VITILIGO IN A PREGNANT Woman. M. Artom, Gior. ital. di 
dermat. e sifil. 67:1147 (Aug.) 1926. 


A girl, aged 19, in the seventh month of pregnancy, presented a localized 
vitiligo of the abdomen in the form of metameric bands corresponding to the 
last two dorso-abdominal segments. The patient also had signs of hypo- 
adrenalism. The author concludes that in this case pregnancy produced a 
disturbance of the sympathetic system with corresponding diminished function 
of the suprarenals. 


DERMOGRAPHISM AND Urticaria. F. Frarer, Gior. ital. di dermat. e  sifil. 
67:1160 (Aug.) 1926. 
Flarer reports a series of cases of the two conditions in which a marked 
vagotonic state was present. 


LYMPHOGRANULOMATOSIS INGUINALIS (NicoLAs ET Favre). G. BERTACCINI, 
Gior. ital. di dermat. e sifil. 67:1178 (Aug.) 1926. 


This is a report of three cases of the condition described by Nicolas 
and Favre in France. All the researches made by the author in regard to 
the etiology were negative. No tuberculosis or syphilis was present. A full 
study of the pathologic condition is reported. In two cases the initial genital 


lesion was present. 


LicnheENoID Eruption AFTER INJECTIONS OF ARSPHENAMINE. E. FreuNp, Gior. 
ital. di dermat. e sifil. 67:1198 (Aug.) 1926. 


Freund reports an extensive case of lichen planus after the fourth injection 
of arsphenamine. The patient also developed pemphigoid lesions in the skin 
and mucous membranes, ending his sufferings by committing suicide. At 
necropsy all the viscera were found normal except the liver, which showed 
fatty and parenchymatous degeneration. Injections of sodium thiosulphate in 
this case afforded only temporary relief. 


SprrocHAETA PALLIDA IN Brain or GENERAL Paratytic. J. S. Covisa and 
A. N. Martin, Progr. Clin. 34:160 (Aug.) 1926. 


The authors demonstrated the presence of numerous Spirochactae pallidac 
in the brain of a patient who died from genera! paralysis. This was demon- 
strated by staining the brain by the method of Jahnel. Their studies do not 
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favor the opinion that there is a neurotropic strain of spirochetes. Morpho- 
logically, the spirochetes found by them in the brain sections were identical 


with typical Spirochaeta pallida. 
7 P P Parpo-CastTELLo, Havana. 
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Tuirp CONGRESS OF FRENCH-SPEAKING DERMATOLOGISTS. BELGIAN LETTER, 
J. A. M. A. 87:1317 (Oct. 16) 1926. 


Since its foundation in 1922, the Congress of French-Speaking Derma- 
tologists has taken on more and more an international character. The meetings 
were held this year in Brussels, under the chairmanship of Dr. Lespinne, who, 
in his opening address, recalled the part played by French scientists in the 
progress of dermatology, and emphasized the importance of the researches of 
Sabouraud. He gave reasons for the continued association of dermatology 
and syphilography, designating them as twin sisters who always appear together. 
There were six topics on the official program, and brief résumés of the papers 
presented follow: 

Tuberculids—J6rgen Schaumann of Stockholm called attention to the symp- 
tomatologic and the etiologic polymorphism of tuberculids. There are no 
fixed criteria with regard to the diagnosis of tuberculids. The symptomatology 
is indefinite, and bacteriologic and biologic tests are usually unreliable. There 
is no treatment of absolute value, nor any so specific as to justify, in case 
of failure to cure, definite conclusions as to etiology. All these affections 
develop by periodic attacks, with variable histologic form; the tubercle bacillus 
is seldom present, and the lesions often heal spontaneously. The lesions appear 
in subjects affected with benign tuberculosis, whose skin is very sensitive to 
tuberculin and in a state of allergy. Their characteristics are so similar and 
they appear under such uniform anatomic and biologic conditions that one is 
compelled to assume a common pathogenesis. The close relationship between 
the various forms of tuberculids is indicated by the frequent coexistence or 
succession of various types of eruption side by side in the same patient. A 
specific origin or a specific type of pathologic agent is unnecessary, but rather 
a soil modified by a previous infection — partially immunized, and being in a 
state of allergy. The manifestations of tuberculosis may be confined to the 
inoculating lesion and the glandular reaction without extending farther, in the 
first stage. Treatment will consist chiefly in general heliotherapy. Certain 
preparations give encouraging results: tuberculin, neoarsphenamine, mercury 
salts, salts of rare earths, and, especially, gold preparations. 

Herpes and Zona.—Dr. Charles Flandin of Paris pointed out that it was 
difficult to establish a relation between herpes and zona. Herpes constitutes 
an entity among dermatologic conditions due to a filtrable virus. Zona, on 
the other hand, must be classified among the eruptive fevers and should be 
associated with varicella. Levaditi holds that herpes and zona are infectious 
diseases induced by different and specific micro-organisms. Herpes and zona 
do not appear over the whole body, but sometimes on the cornea, sometimes 
on a portion of the skin or a mucous membrane, occasionally on a cutaneus 
metamere, or possibly on a neuraxial neuromere, for the reason that each of 
these segments presents a local receptivity or, what amounts to the same 
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thing, a deflected natural immunity. The author concludes, in accordance with 
the theory that he advances, that the localization of the virus of herpes and 
of the causative agent of zona over limited areas of the skin and over neuraxial 
segments adjacent to these regions is determined by a momentary drop in the 
metameric immunotrophic power of the nervous system. 

Various Types of Purpura—Dr. P. Emile Weil of Paris emphasized that 
purpura is not an entity, any more than hemoptysis or melena. Whether 
isolated or associated with other hemorrhagias (mucous or visceral), purpura 
furnishes syndromes that deserve to be studied clinically in separate fashion. 
The author holds that the symptoms appearing in chronic purpuras arise from 
involvement of all the hematopoietic organs, the spleen, the bone marrow and 
the liver. Endocrine glands, furthermore (particularly, the ovary and the 
sympathetic system), are involved in hemorrhagias. In other types of purpura, 
vascular changes of toxic or microbic origin, blood changes resulting from 
lesions of the liver and the hematopoietic organs, and, finally, functional dis- 
orders of the sympathetic nervous system are concerned. However, the cause 
in each clinical type is not entirely explained. Lespinne and Ferond of Brussels 
discussed particularly purpuras developing after the administration of arsphen- 
amine, which does not seem ever to be due to arsenical intoxication. It affects 
the spleen and the bone marrow. The authors hold that the term “purpura” 
represents only the external manifestation of a deeper internal disorder 
affecting the whole or a part of the circulatory and hematopoietic apparatus. 

Syphilitic Reinfection, Pseudoreinfection and Superinfection—Dr. Bernard of 
Brussels gave a survey of the question of syphilitic reinfection since the 
fifteenth century, and then discussed the diagnosis of reinfection. The 
term “pseudoreinfection” denotes only an error of diagnosis. Experiments 
performed on animals and man, treated or untreated, prove the possibility of 
superinfections. The possibility of a reinoculation is dependent on the state of 
immunity. There exist, however, all degrees between reinoculation of the 
immunized syphilitic patient and the inoculability of a syphilitic patient of 
long standing who has lost his immunity either because of long persistence of 
the disease or because of treatment. It is not possible under such conditions 
to state definitely when the superinfection ceased and when the reinfection 
began. The reappearance of syphilis, whether it is a superinfection or a 
reinfection, demands the resumption of treatment. Likewise, the author believes 
that it would be wiser to group in a single syndrome the accidents of super- 
infections and reinfections, and he suggests designating them simply “reinocu- 
lation,” or “second syphilitic infection.” 

In another paper on the same subject, Dr. Carle of Lyons stated that, in 
order to be certain of a diagnosis of reinfection, there must be (1) the certitude 
“de visu” of the authenticity of the primary attack; (2) the certitude of con- 
taminating contact and of the period of incubation of the second attack as 
corresponding to the usual period; (3) the observation of spirochetes in suff- 
cient quantity in the serous exudations in the second attack, and (4) the usual 
characteristics of chancre symptoms in the second attack, and of adenopathy, 
even though attenuated. The diagnosis will be still further assured by three 
secondary conditions: either an intensivie course of treatment during the pre- 
serologic period or at the very beginning of the infection and repeated from 
time to time, or several years of regular treatment without accidents. In either 
case, negative Wassermann tests as a result of treatment would strengthen 
greatly our diagnosis of reinfection. The appearance of secondary accidents, 
within the regular periods and of the usual type, is the best evidence that 





ABSTRACTS FROM CURRENT LITERATURE 69 


can be secured of reinfection. As to inherited syphilis, it has been proved 
that tertiary, quaternary and dystrophic heredosyphilitic patients are not immun- 
ized against syphilis. Attenuation of the symptoms is the rule, but the observa- 
tion is a delicate matter and it is difficult to reach a definite conclusion. 

Endocrine Affections of Heredosyphilitic Origin—Drs. J. Nicolas et J. Cate 
of Lyons stated in their paper that the notion of endocrine affections of heredo- 
syphilitic origin is based, on the one hand, on anatomopathologic and para- 
sitologic observations, and, on the other hand, on clinical observations. But 
it must be remembered that the domain of the endocrine glands is as yet not 
sufficiently well known, and, furthermore, that it is often difficult to attribute 
with any certainty a given glandular syndrome to congenital syphilis. The 
greatest caution is required if one wishes to avoid wandering off in hazardous 
attempts to extend a domain that is clouded in mystery and which has very 
delicate boundaries. There are, however, at present a group of syndromes, 
uniglandular and pluriglandular, and of endocrine manifestations more or less 
incomplete or masked which appear to be ascribable to congenital syphilis, 
and which in their development and in their morphogenesis are becoming 
more clearly recognized every day. A therapy based on antisyphilitic etiologic 
treatment and on opotherapeutic pathogenic treatment, closely associated, is 
the consistent obligation growing out of these new conceptions. Drs. André 
Leri and R. Bartholemy of Paris expressed the same view. They hold that 
while, objectively afd scientifically, one may accept as unquestionable evidence 
of an association of congenital syphilis and endocrine affections, there is never- 
theless a lamentable dearth of well established, demonstrable facts bearing 
on endocrine congenital syphilis. We should not conclude that congenital 
syphilis of the endocrine glands does not exist. It is, in fact, proved anatom- 
ically (by manifold observations in the fetus and the new-born). 

The Present Status of Treatment of Lupus and Tuberculosis of the Skin— 
Halkin of Liége, Paul Francois of Antwerp and L. Dekeyser of Brussels pre- 
sented a comprehensive paper on the present status of treatment of lupus and 
tuberculosis of the skin. They agree in their conclusion that tuberculosis of 
the skin is only an expression of general tuberculosis and demands therefore 
general treatment. The general treatment that gives the best results is by 
means of general light baths. General treatment with baths of salts of rare 
earths or benzylcinnamate, while valuable, is not as effective as artificial helio- 
therapy and may present as well certain objections. Treatment with tuberculin 
has made no progress and is useful only in attenuated tuberculosis. Cryo- 
therapy has proved its usefulness in many forms of tuberculosis of the skin; 
its chief indication is in erythematous lupus. Other methods of local treat- 
ment, notably scarification and inunction with pyrogallocreosote ointments, 
retain their value and their indications according to the type and the localiza- 
tion of the lesions. They may be combined with phototherapy. Roentgen-ray 


treatment has not accomplished what was expected of it. 


FEBRILE TYPES of ERYTHEMA MULTIFORME AND ERYTHEMA Noposum. G. 
BiuMeER, Boston M. & S. J. 195:515 (Sept. 9) 1926. 


Blumer calls attention to the fact that there are febrile types of both 
erythema multiforme and erythema nodosum that are not obviously secondary 


to preceding infections or intoxications. There is some evidence of an 
epidemiologic nature which suggests that febrile erythema multiforme and 


febrile erythema nodosum may be specific infectious diseases. There is sug- 
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gestive evidence that the febrile types of erythema multiforme and erythema 
nodosum may be manifestations of streptococcus infection. Blumer says it is 
possible that the two types may both be expressions of the same form of infec- 
tion, though this cannot be proved until the discovery of the etiologic agent or 
agents is satisfactorily substantiated. 


PIGMENTATION IN MyxepeMa. C. I. Krantz and J. H. Means, Boston M. & 

S. J. 195:518 (Sept. 9) 1926. 

Krantz and Means report six instances of pigmentation occurring in 
myxedema, and rapidly disappearing under thyroid medication. The face, 
especially the forehead and cheeks, were involved in five of the six cases, and 
in three cases the extensor surfaces of the forearms were pigmented. The 
neck, abdomen, calves of the legs, axillae and inner surfaces of the thighs 
were each involved in one instance. Pigmentation of the mouth and tongue 
was not noted in these cases. The pigmentation assumed a brownish hue, 
and the weakness, anemia and similarity of pigmentation caused suprarenal 
insufficiency to be considered as a possible cause of these changes. The 
pigmented areas faded under thyroid medication, and did not flake off as the 
superficial skin layers may do in myxedema. The pigmentation, therefore, 
was not merely a coloration of the uppermost layer of the skin which was 
ready to scale off, but showed a somewhat deeper involvement. In each instance, 
the pigmentation had come on coincidentally with, or shorfly after, the symp- 
toms of thyroid insufficiency had appeared, and it cleared up promptly under 
thyroid administration. 


Cancer IN INnpbrA. K. K. Cuartteryr, Indian M. Gaz. 61:376 (Aug.) 1926. 


Difficulties in obtaining reliable data on the incidence of cancer in India 
are discussed by Chatterji. The age and site incidences of cancer in India 
show many interesting features, and it is suggested that facts and figures with 
reference to these should be collected. Apart from the actual incidence of 
cancer, it appears that not only are cases of so-called inoperable cancer more 
frequently seen in India than in many other countries, but also the mortality 
from them is high. 


LYMPHOGRANULOMATOSIS. F. A. Risguez, Gac. méd. de Caracas 33:145 (May 31) 
1926. 


Risquez says that climatic bubo is a new disease at Caracas, but it has 
assumed an epidemic character, and can almost be said to be endemic. Twenty- 
two cases were encountered in 1924, but all were imported. In the last year 
he has seen six cases, none imported, and Flammerich fourteen. No treatment 
has proved effectual to date; surgical intervention seems unnecessary and 
even dangerous. 


DeERMATOSIS AND AscaripiAsis. A. CrperBuRG, Arch. f. Dermat. u. Syph. 
150:393 (July 1) 1926. 


In addition to a case of urticaria due to intestinal worms Cederburg reports 
a case, in which an ascaris toxicosis caused a dermatosis, which clinically 
closely resembled Hebra’s prurigo. The blood count showed a large increase 
of eosinophils during the toxemia and a posttoxic lymphocytosis when the 
toxic symptoms had disappeared. It is possible that both helminths and auto- 
intoxication can produce other dermatoses. The mechanism of helminth 
toxemia and of autointoxication is probably anaphylactic. 
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CHICAGO DERMATOLOGICAL SOCIETY 
Regular Meeting, May 20, 1926 


Harry R. Foerster, M.D., in the Chair 


Pacet’s DiseAseE. Presented by Dr. Wavucu. 


A man, aged 59, had a disorder of thirty years’ duration, presenting about 
twelve small to large coin-sized lesions on the abdomen and sides of the thorax. 
They were dark red, slightly scaling and crusted and sharply defined, showing 
some induration. One lesion over the lower part of the sternum had under- 
gone malignant degeneration, and six weeks previously was an ulcerated area 
the size of a half dollar, with an indurated margin and base. The condition 
had improved under roentgenotherapy. 


DISCUSSION 


Dr. OrmssBy: I think the condition is superficial epitheliomatosis. 


PEMPHIGUS. Presented by Dr. STILLIANs. 


A woman, aged 57, a patient of Dr. Michael Goldenburg, of American birth, 
said that fifteen months previously her eyes became red and swollen and dis- 
charged pus. The condition became progressively worse until she was unable 
to open her eyes. About the same time her mouth became sore, and the two 
conditions progressed simultaneously. The extraction of teeth suspected to be 
carious did not improve the condition. She had never had any skin lesions. 
On April 21, 1926, the Davis treatment fer pemphigus was begun, and this had 
been continued. The condition of the eyes apparently was arrested, but the 
ulceration in the mouth showed little if any change. The eyes were nearly 
destroyed by adhesions between the cornea and lids. The mouth and vagina 
were full of erosions, with epithelial tags at the borders. 


DISCUSSION 


Dr. Wire: It would be difficult to rule out a diagnosis of pemphigus in 
this case. 

Dr. Ormssy: During the last week I saw a patient who had been treated 
at the Mayo Clinic, where a diagnosis of pemphigus was made. This patient 
had become almost blind. There were no active lesions, cutaneous or con- 
junctival, but the sight was poor as the result of scarring produced by the 
lesions on the eyeball. The present case is of similar type and can be regarded 
is pemphigus. 


Dr. MicHaet GoLtpeNBURG: This patient first developed lesions on the lids 
and the ocular conjunctiva, with later involvement of the cornea. The latter 
structure seemed to melt away as the result of the process. The condition 
remained superficial in the cornea, but extended deeply into the conjunctival sac. 

Note.—According to late reports, the active mouth and vaginal lesions have 
ilmost disappeared under the Davis treatment. 
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A Case ror DiaGNosis (Lupus ErytHeMaAtTosus, TELANGIECTASIA). Presented 
by Dr. Foerster. 


A World War veteran, aged 33, gave a history of being gassed in August, 
1918, after a long period of exposure in the trenches. Shortly after hospitaliza- 
tion he observed burning sensations in the feet, particularly in the toes and 
ankles. This condition became progressively worse, until he was unable to 
walk. It was gradually overcome, but at times he was still unable to stand 
because of pain and tenderness in the feet. Inflammatory lesions had been 
observed in the areas of tenderness. In April, 1919, an eruption similar to that 
on the feet appeared on the fingertips, the right shoulder, back, face and ears. 
These lesions had remained present continuously, although the objective and 
subjective manifestations had varied in intensity; the symptoms became more 
severe in hot weather, when the lesions were weltlike and burned intensely. At 
times the tips of the toes and fingers became blue simultaneously and some- 
times white. In the latter condition they became numb, and when cyanotic they 
were painful. During cold weather the face showed cyanotic streaks and 
blotches, and the skin became so tender that shaving was impossible. Small 
horny plugs had frequently formed on the lateral margins and plantar surfaces 
of the toes and feet, and small ulcerations had been observed under the toes. 
There had been periods of cramplike spasms of the elbow and knee joints and 
ot the leg muscles, of several days’ duration, during which periods the patient 
was unable to button his collar or lace his shoes. 

The patient was under treatment for hyperthyroidism, which was said to 
have antedated the skin lesions. He was said to have had active pulmonary 
tuberculosis from 1918 to 1924, but this condition was arrested at the time of 
observation. The history was negative otherwise. 

The thoracic and upper lumbar regions of the spine exhibited a large area 
of lentil-sized annular and polycyclic, discrete and fused lesions showing 
telangiectasia, pigmentation and a slight amount of infiltration. The centers 
appeared depigmented and some of them atrophic. The lesions situated over 
the lower lumbar spine showed less definition, more diffuse telangiectasia, 
definite atrophy and an absence of pigmentation. The pigmentation and 
telangiectasia were not perifollicular, and there were no hemorrhagic puncta. 
The palms showed slight telangiectasia, and the soles pronounced telangiectasia, 
especially in areas subjected to pressure. All aspects of the toes, the margins 
of the feet and heels, and the dorsal surfaces of the fingertips showed whitish 
and pinkish areas of atrophy, telangiectasis and scaling. There was some 
follicular plugging and dilatation of the follicles. The nails were not 
involved. The nose and portions of the cheeks showed pigmented, inflam- 
matory, telangiectatic and scaly macules. The ears, neck and portions of the 
‘face showed telangiectasia. The vermilion border of the lower lip showed 
dry, whitish, atrophic and scaly patches, with superficial fissuring. The 
mucous membranes of the buccal cavity were normal. The inner side of the 
left arm showed several vaguely defined, lightly depigmented areas, with 
beginning telangiectasis. 

DISCUSSION 

Dr. WitE: This case is unusual, with many possibilities from a diagnostic 
standpoint. My first impression on examining the feet was that the condition 
might be syringomyelia, but this did not explain the lesions on the fingers and 
back. The appearance of the latter lesions leads me to make a diagnosis of 
lupus erythematosus of the disseminated type. 
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Dr. OrmsBy: I think the condition is of tuberculous origin. It does not 
make much difference whether it is called lupus pernio, sarcoid or lupus ery- 
thematosus. The picture is one of a vascular disturbance of the skin due to 
tuberculosis. 

Dr. FINNERUD: The condition appears to be due to an underlying tuber- 
culosis. I have seen two patients with lesions similar to those on the back in 
this case. In one case the lesions were edematous looking papules which were 
more or less transitory. In the other case the condition developed the typical 
picture of lupus erythematosus. In the present case a single inflammatory 
lesion is visible on the left side of the hard palate, probably corresponding in 


type to those on the back, and probably also an atypical lesion of lupus 


erythematosus. 

Dr. FoerRSTER: The patient has had an advanced pulmonary tuberculosis, 
which is now quiescent. The condition was regarded as a telangiectatic form 
of lupus erythematosus, with the toxemia of an underlying tuberculosis 
accounting for the skin lesions, joint pains and muscular disturbance. 


DruG ErupTION (PHENOLPHTHALEIN). Presented by Dr. OLIVER. 


A man, aged 70, had an eruption of sixteen months’ duration. On the leit 
dorsal surface of the right hand and elbow, the extensor surface of the left 
arm and elbow, the inner surface of the buttocks, the right knee and the mucous 
membrane of the mouth, and about the eyes were bluish-red papules varying 
in size from that of a silver quarter to that of a dollar. The only subjective 
sensation was burning. He stated that the only laxative he had taken was 
mineral oil fortified with agar. 

DISCUSSION 

Dr. StrtyiANns: I think this eruption is due to phenolphthalein. 

Dr. Ormssy: I recently saw a patient with a typical phenolphthalein 
eruption who had presumably taken nothing but cascara which he purchased 
at a drug store. We had the preparation analyzed and found that phenol- 
phthalein had been added to the cascara. 

Dr. Foerster: I had the same experience with a patient who was pre- 
sumably taking plain cascara, which, on analysis, was found to contain 
phenolphthalein 

Dr. Ortver: When the patient was seen last week the eruption was much 
more erythematous than it is at present. 


XANTHOMA JUVENILIS. Presented by Dr. Oxiver and Dr. FINNERUD. 


\ boy, aged 2 years, was brought to the Cook County Hospital because of 
a skin disorder noticed by the policeman who found the deserted child. The 
clinical history was unobtainable. 

On examination the child showed several dozen yellow to light brown, firm 
and soft, pea-sized and larger, semiglobular and flat nodules of general dis- 
tribution. Although most of the lesions were of xanthoma color, clinically the 
condition was thought to be urticaria pigmentosa of the xanthoma type. His- 
tologic sections of two of the lesions, prepared by Dr. O. F. Montgomery, 
showed in each a dense cellular deposit in the upper half of the corium. 
Hematoxylin-eosin stain showed the cells to be large and of granular appear- 
ance. Some of the cells contained a single, small nucleus, centrally or 
peripherally located, and some contained three or four nuclei. Here and there 
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was an occasional cell composed of a solid mass of nuclei which resembled 
endothelial leukocytes, a cell almost devoid of cytoplasm. Fat stains showed 
a dense infiltration of the cells of the upper half of the corium with fat. The 
microscopic picture corresponded to that of the case described by Riehl as 
xanthoma juvenilis in all essentials, except that in his case the multinucleated 
giant cells were much more numerous. Sections were presented from both 
Doctor Finnerud’s and Doctor Riehl’s cases. The blood Wassermann reaction 
was negative, and chemical examination of the blood showed normal urea, 
sugar and cholesterol content. Examination of the urine gave negative results. 


DISCUSSION 

Dr. ZEISLER: I saw the patient when he was first brought into the Cook 
County Hospital and did not agree with the diagnosis of urticaria pigmentosa. 
I regard the eruption as an early case of xanthoma tuberosum multiplex. 

Dr. WiLE: When Dr. Pollitzer and I were studying xanthoma we saw two 
cases in infants, one of them being new-born. One of the patients had 
glycosuria, while the other did not. I think the histology is different from 
that of cases in adults only in that an infantile skin is dealt with, in which 
the tendency to form xanthofibromatosus is not so great. During the last year 
I saw a student with diabetes, with some calcification in the skin, and the 
xanthoma lesions contained many giant cells. 

Dr. Finnerup: The case is interesting in that it closely resembles a case 
of urticaria pigmentosa that I presented several years ago, in which the 
clinical picture was that of xanthoma tuberosum multiplex, while the histology 
was that of urticaria pigmentosa. Judging from the comments made today, 
xanthoma tuberosum is apparently less unusual in childhood than I thought. 
The histologic picture in this case I have seen before only in the case of 
xanthoma juvenilis reported by Riehl. 


A Case ror Dracnosis (Majoccui’s Disease [?]). Presented by Dr. ZEISLER. 

A girl, aged 10, had an eruption of the inner surface of the legs and thighs 
of three years’ duration. It was said to have appeared soon after an operation 
for appendicitis and peritonitis, and it had spread gradually. The lesions 
consisted of purplish cayenne pepper-like spots and did not disappear on 
pressure. Aside from coldness of the feet, there were no subjective symptoms. 
The blood pressure was 105 F. systolic. 

The case was presented with a provisional diagnosis of Majocchi’s disease. 


DISCUSSION 


Dr. Hence: I regard the condition as purpura annularis telangiectodes. 

Dr. Ottver: The lesions appeared to me to be simply hemorrhagic puncta. 
I have no diagnosis to offer but I do not believe it is a case of Majocchi’s 
disease. There is little atrophy and no tendency to an annular configuration. 

Dr. ZeEISLER: This is the second case of this type that I have seen. The 
other case occurred in a young man who showed lesions that were tiny hemor- 
rhagic spots. The condition corresponds most nearly to Majocchi’s disease. 

Dr. Ormsspy: In Majocchi’s disease the lesions have a tendency to dis- 
appear and then recur, an element not present in this case. 


Dr. Foerster: I can see no resemblance to Majocchi’s disease in this case, 
but I regard the condition as a toxic purpura. 
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LicHEN PLANus AtropHicus. Presented by Dr. OLIverR and Dr. FINNERUD. 


A housewife, aged 65, had a slightly itching eruption of the neck, the 
anterior and posterior surfaces of the chest and the abdomen, of about one 
year’s duration. She said that the first thing she noticed in a new area was a 
white spot, and that there was never either discoloration or elevation. 

On examination numerous coin-sized and larger, milky-white, atrophic 
patches of irregular outline were noted in these areas, numerous comedone-like 


plugs being present in many of them. 


DISCUSSION 

Dr. LIEBERTHAL: The condition seems to me to be lichen sclerosus et 
atrophicus. Numerous follicular plugs are present in the lesions. 

Dr. Frinnerup: I do not think that the condition is lichen plans sclerosus et 
atrophicus in this instance, as the lesions apparently are atrophic from the 
beginning. According to the patient, the lesions begin as depressed soft white 
spots. Lesions are present in all stages of evolution and none shows grossly 
demonstrable evidence of infiltration. I should think lichen planus atrophicus 
would better describe the condition in this particular case. 

Dr. Stitttans: I have had the same experience with the patient whom I 
presented at the January meeting. She has been receiving roentgenotherapy, 
and some of the lesions still persist. 

Dr. OxtveR: In the case that I presented several months ago, there has 
been some response to radiotherapy, but it has not been as rapid as I had 


anticipated. 


RESISTANT SYPHILIS. Presented by Dr. STILLIANs. 


A man, aged 22, in November, 1925, presented a penile sore in which no 
Spirochaetae pallidae were found. About the same time “blotches” appeared on 
the face and nape of the neck, with a few on the trunk and arms. Five 
weeks later the Wassermann reaction was reported negative. Because his 
physician was puzzled by the negative laboratory observations, the man was 
given only three injections of neoarsphenamine in two months. He then had 
a strongly positive Wassermann reaction, and a number of large, flat papules 
and nodules on the lower part of his face, about the back of the neck and on 
the trunk and arms. Since then he had received fifteen injections of neo- 
arsphenamine at from five to seven days intervals, about half of them consisting 
of 0.9 Gm. Under this treatment approximately half of the lesions cleared up, 
but a few new ones appeared. He was then given seven intramuscular injections 
of bismuth, and four intravenous injections of sodium iodide. About eight 
weeks before presentation there developed on the right wrist, from one of the 
flat papules, a shallow ulcer which had slowly increased in size. It was 
3 by 2 cm., with a polycyclic smooth rolled border, and a rather smooth, 
indolent base. 

DISCUSSION 


Dr. Ormssy: In all probability the lesions are syphilitic. I suggest the 
use of intensive nonspecific protein therapy. In the case that I presented 
several months ago, that of a patient with a lesion of the nose, the lesion 
cleared up completely following the use of typhoid vaccine together with 
arsphenamine. We recently saw a man with a lesion on the under surface of 
the base of the toe at its junction with the foot. There was a deep ulcer which 
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presented the appearance of a factitious lesion. Histologic examination showed 
it to be syphilitic. Arsphenamine was given and the lesion cleared up rapidly. 

Dr. Oxtver: I think these cases are being seen much more frequently now. 
I recently saw a man who, despite intensive arsphenamine and mercurial treat- 
ment for eighteen months, developed what appeared to be a typical maculo- 
papular eruption. 

Dr. Stirt1aAns: I have recently seen a case in which the patient developed 
a lupus erythematosus-like eruption following his third dose of bismuth. The 
condition was difficult to clear up and gave the patient much trouble. 


GRANULOSIS RusrRA Nast. Presented by Dr. BEEson. 

The patient, a man, aged 20, had been presented previously, and the case 
is reported in full in the ArcHIVES OF DERMATOLOGY AND SyPHILOLoGy (3:256 
|Sept.] 1926). He was present at this time to show the improvement that had 
resulted from the use of carbon dioxide snow. 


DISCUSSION 
Dr. LigepertHAL: I do not question the results secured in this case, but I 
feel that Dr. Beeson would have obtained even better results from roentgeno- 
therapy. 
Dr. FINNeERUD: <A small cyst of one of the sweat ducts was present, but 
this is of little significance. I do not believe that granulosis rubra nasi has 
characteristic histologic features. 


Dr. Beeson: In my study of the literature, I was unable to find any 
characteristic histology of granulosis rubra nasi. I do not feel that there can 
be any question as to the diagnosis in this case from the clinical standpoint. 


Leprosy (?). Presented by Dr. MITCHELL. 


A Chinese man, aged 24, a resident of the United States for five years, had 
had a lesion on the left cheek for sixteen years. The lesion had slowly spread 
peripherally until it involved the nose, upper lip and part of the lower lip, and 
extended almost to the left ear. The general health of the patient had remained 
good. There was no subjective sensation. Repeated attempts had been made 
to test the cutaneous sensation, but owing to the fact that the patient knew no 
English, these tests were of little value. There seemed, however, to be some 
degree of anesthesia in the area. Repeated attempts to demonstrate bacilli in 
the nasal secretion had failed. The Wassermann reaction was negative. 
Intravenous arsphenamine injections made no impression on the lesion. Four 
one-half unit roentgen-ray exposures had likewise left it unchanged. Intra- 
muscular injections of ethyl chaulmoograte, U. S. P., had recently been 
instituted, with apparently slight improvement. The histologic picture was that 
of leprosy, but bacilli had not been found. 


DISCUSSION 
Dr. OttvER: In spite of the fact that lepra bacilli have not yet been demon- 
strated, I believe this is a case of leprosy. The lesions appear to be typical 
of the maculo-anesthetic type. 
Dr. Stitt1aAns: I had one case in the Cook County Hospital in which the 
bacilli were never found, but undoubtedly the patient had leprosy. 





SOCIETY TRANSACTIONS 77 


Dr. MitcHett: I regarded the diagnosis in this case as leprosy, but I 


think that lupus telangiectodes would have to be considered. 


Dr. LieEBERTHAL: I wish to call attention to the method of demonstrating 
the bacilli first used by Jschernoguboff. A nodule is punctured with a coarse 
needle, and after bleeding ceases the exuding serum is placed on a slide and 
stained as for tubercle bacilli. The lepra bacilli are then usually seen in large 
numbers arranged in groups. 

Dr. Montcomery: The bacilli are hard to find in the maculo-anesthetic 
type, but in this case the histologic picture is typical of leprosy. 

Dr. FinNeRuD: Histologically, sarcoid resembles leprosy closely. This 
condition clinically is not sarcoid, so it must be leprosy. The microscopic 
numbers arranged in groups. 


SARCOMATOSIS CuTIS. Presented by Dr. Ottver and Dr. FINNERUD. 


A laborer, aged 54, had a generalized nodular eruption, devoid of subjective 
sensations, of three months’ duration. He had been feeling well when the 
first lesion appeared on the right side of the forehead three months previously, 
but had been weak and had lost 45 pounds (20.4 Kg.) during the last two 
months. The eruption became extensive one month after the appearance of the 
primary lesion. He said that one year previously, he had bumped his fore- 
head at the site of the initial lesion but that the mark had disappeared within 
a few weeks. 

Histologic sections, prepared by Dr. O. F. Montgomery, showed the eruption 
to be that of a large round cell sarcoma. 


DISCUSSION 

Dr. OttveR: When I saw the patient two months ago, the condition had a 

slight resemblance to sarcoid. He has failed in health rapidly since that time. 

Dr. ZEISLER: I thought the condition was sarcoma when I saw the patient 
originally, particularly because of the bluish tint of the lesions. 


KERATODERMA OF PALMS, SOLES AND KNEES (AcguiRED). Presented by Dr. 
OxiverR and Dr. FINNERUD. 


A housewife, aged 41, had a thickening of the palms, soles and knees of three 
years’ duration. There was some itching. The family history was negative, 
and her occupation was limited to household duties. 

The patient was shown because of the association of keratodermic patches 
of the knees with those of the palms and soles. She presented herself at the 
Cook County Hospital on May 10, 1926, because of an acute eruption of the 
front of the legs and classic erythema nodosum of two weeks’ duration; this 
had appeared following a sore throat, which had persisted for four weeks. 
Besides coin to egg-sized, erythematous semiglobular nodules of the front of 
he shins, the patient showed, when first seen, a slightly erythematous, sharply 
lefined thickening of the palms and soles, extending to the sides of the hands 

nd feet, and also a palm-sized patch of keratoderma on the front of each knee. 


DISCUSSION 


Dr. Stity1ans: I feel that there is more than one condition present in this 
ase, and wonder if the hyperkeratosis is not due to infection with ringworm 
lungus. 
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Dr. ZEISLER: The case impressed me as one of pityriasis rubra pilaris. 
There is a keratoderma, and nail changes are present, as well as an erythe- 
matous eruption on the forehead; the scalp shows a seborrheic condition. The 
follicles on the backs of the hands show a tendency to hyperkeratosis. 

Dr. Ormssy: I should like to call attention to the hyperkeratosis of the 
soles which, in this case, present the appearance of ivory plaques. This 
appearance is not seen in pityriasis rubra pilaris. Eczematoid ringworm should 
be considered carefully. 

Dr. Finnerup: During the last two weeks, I have seen three cases of the 
same type at the Cook County Hospital. I felt that pityriasis rubra pilaris 
could be ruled out in all of them. In this patient, I saw no seborrhea of the 
scalp or face. I think the case is of particular interest in view of the hyper- 
keratotic lesions about the knees. There are cases of keratoderma on record 
with hyperkeratosis limited to the elbows and knees. 


ALOPECIA UNIVERSALIS. Presented by Dr. BEEsoN. 


A boy, aged 6, when first seen one year previously presented a typical 
alopecia areata. The condition improved markedly under treatment with the 
air cooled quartz lamp and the application of oil of cade ointment locally, as 
recommended by Sabouraud. After a time the improvement ceased, and the 
process began to spread again. For the past month, the boy had been com- 
pletely bald. 


IplopATHIC MuLtipLE HeEMorRHAGIC SARCOMA. Presented by Dr. Ortanp F. 
MontcoMeEry (by invitation). 


A man, aged 42, said that one year ago he first noticed a swelling on the 
back of the right hand. This persisted, and six months ago the area became 
blue and hard. About the same time the patient noticed a brown spot above 
the outside of the right ankle, and later a smaller one on the arch of the leit 
foot. There were no subjective symptoms except some difficulty in closing the 
right hand because of its boardlike hardness. 

Examination revealed on the dorsal surface of the right hand a definitely 
circumscribed, bluish area of raised and indurated skin covering a large 
portion of the back of the hand and extending over the knuckles to the second, 
third and fourth fingers. On the right lower leg immediately above the external 
maleolus was a bluish-brown, slightly raised and verrucous plaque, measuring 
approximately 2.5 by 4 cm. Under the arch of the left foot was a bluish, 
raised, angioma-like mass the size of a large nut. 

3iopsy revealed a new growth of interlacing, fusiform cells of connective 
tissue series, with numerous dilated capillaries and occasional masses of blood 
pigment in the corium. The epidermis was little altered except for lessening 
in height of the rete pegs. 

DISCUSSION 

Dr. LieBERTHAL: The patient has multiple idiopathic hemorrhagic sarcoma 
of Kaposi. The case is interesting because of the lack of copious cellular infil- 
tration in the microscopic section, which is copious in an advanced stage. 


Dr. SENEAR: I was extremely interested in this case because I saw the 
patient last summer. He was referred to me by a surgeon who had removed 
a pedunculated growth from the urethral orifice; this was diagnosed as 
sarcoma by a competent pathologist. The patient was sent to me for post- 
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operative radium therapy, which I employed. He did not mention the condition 
on the legs, and I was not aware until today that it existed. The combination 
of sarcomatosis of the Kaposi type with a fibrosarcoma of the urethral mucosa 
makes an interesting case. 


FisroMA Motiuscum. Presented by Dr. BEEson. 


A woman, aged 37, was presented because of a growth in the left inguinal 
region which had been present for about eleven years. The tumor was the 


size of a hen’s egg, globular, smooth and painless, and showed no evidence of 


suppuration or ulceration. It could be readily marked off from the adjacent 
parts, and for several years there had been no apparent increase in size. 


DeRMATITIS HERPETIFORMIS (HERPES GESTATIONIS). Presented by Dr. OLIVER 
and Dr. FINNERUD. 


A negress, aged 19, had a generalized cutaneous eruption of three months’ 
duration. She said that she had never had an eruption previously. She was the 
mother of a 4 months old baby; this was her first pregnancy. There was a 
history of considerable itching for three weeks before the baby was born, but 
the eruption did not appear until about one month after delivery. The baby 
was well. The patient had had no lesions in the mouth but was said, by a 
competent iaryngologist, to have an infected right tonsil. She had had no 
treatment before her first presentation at the Cook County Hospital with the 
exception of home remedies applied locally. For the last month she had been 
using calamine lotion and taking a solution of potassium arsenite (Fowler's 
solution), with some improvement. 

Examination showed an herpetiform eruption of the trunk and extremities, 
most marked on the extensor surfaces of the extremities and on the front of 
the trunk. Some of the former lesions had left slight atrophic scarring. There 
were also lesions in the scalp but none in the mouth. Sixteen per cent of the 
blood cells were eosinophils. 

DISCUSSION 


Dr. FINNERUD: I regarded this as a case of herpes gestationis following 
pregnancy. Graham Little and others have reported cases following the 
conclusion of pregnancy. 


MULtTiForM EryTHEMA. Presented by Dr. Ortann F. MontGomMery (by 
invitation). 


A married woman, aged 20, who was four months pregnant, but otherwise 
in normal condition, said that about twenty days previously she first noticed 
“water blisters” on her hands. The lesions lasted for a few days, ruptured 
and disappeared, to be succeeded by a new crop. The nails on both thumbs 
had become loosened and were coming off, as well as those on some of the 
fingers. During this period there had been considerable itching of the neck 
and the lower part of the face. 

Examination of the hands showed numerous pinhead to lentil-sized vesicles, 
some with clear contents, others cloudy, and the relics of numerous vesicles 
which had ruptured. A vesicle could be seen under one of the loose thumb 
nails. The mouth showed no pathologic changes. The neck and face were 
erythematous, and there were numerous small excoriations in this area. 
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DISCUSSION 


Dr. ZEISLER: This case belongs in the group of vesicular eruptions occur- 
ring in the areas exposed to the sunlight; that is, in the hydroa aestivale group. 

Dr. ParKHuRST: I agree with Dr. Zeisler. 

Dr. Stitt1ans: I thought of the possibility of a beginning pemphigus, as 
the patient seemed to be in poor general health. 

Dr. Expert (by invitation): The condition was regarded as a_ bullous 
erythema multiforme. 

Dr. FINNERUD: There is a group of cases not belonging to the true hydroa 
group, in which the eruption is an erythematous, scaling, or even partially 
vesicular dermatitis, occurring on the parts exposed to the sun. I believe the 
English classify these cases as “recurrent summer eruption.” This case might 
fall into that group, although I am not sure of this. 

Dr. OrmssBy: MHydroa aestivale presents a characteristic picture, which 
differs in many respects from the present case. 

Dr. SENEAR: I do not see any relationship to hydroa-vacciniforme or 
hydroa aestivale in this case. The term “recurrent summer eruption” is used 
by the English as a synonym for hydroa aestivale. 

Dr. ZEISLER: In regard to the diagnosis of erythema multiforme, I wish to 
call attention to the lack of inflammation in the skin about the lesions, as I do 
not believe this is seen in that disease. 


A Case ror Dracnosis. Presented by Dr. Fink for Dr. McEwen. 


A man, aged 70, said that one year previously he first noticed a lesion on 
the upper lip, with itching of the face and a “creeping” sensation. Examination 
showed that the lower lip was much larger than the upper, and that numerous 
shallow ulcers filled with mucopurulent material were present on the lip and 
buccal mucosa. The skin surrounding the mouth for several inches was 
swollen and edematous and exhibited some degree of dermatitis. The blood 
Wassermann reaction had been negative one year previously. He had received 
“four injections in the arm” which did no good. 


DISCUSSION 
Dr. Write: I think this condition is a carcinoma of the lower lip, with 
involvement of the lymphatics. 
Dr. LieBertTHAL: I feel that the diagnosis rests between syphilis and car- 
cinoma, and I would suggest that antisyphilitic therapy be tried. 
Dr. OrmssBy: There are punched out ulcerations on the inner surface of 
the lower lip which are suggestive of syphilis. 


EPpITHELIOMA IN A NEGRO (BasaAL-CELLeD). Presented by Dr. OLiver and 
Dr. FINNERUD. 
A negro, aged 56, who presented himself at the Cook County Hospital, had 
a lesion of the right ala of the nose, which had been present since he was 
6 or 8 years of age. When first noticed, it was a hard lump, the size of a 
match head. It grew slowly until 1901, when it was removed surgically, when 
it was about half its present size. The lesion reappeared one and one-half 


years later and had slowly increased in size. 
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On examination the patient showed a hickory-nut sized, lobulated, firm 
mass on the right side of the nose. Histologic sections, prepared by Dr. 
Orland F. Montgomery, showed the lesion to be a basal-cell epithelioma. The 
sclerotic connective tissue surrounding the epithelial proliferations contained 
occasional chromatophores. 


DISCUSSION 


Dr. FINNERUD: This case is of interest because of the rarity of epithe- 
lioma in the colored race, and also because some lesion has been present at 
the site of the epithelioma since the patient was 6 years old. This might 
substantiate the theory that basal cell epithelioma is nevoid in character. 


Mycosis Funcoies. Presented by Dr. FINNERUD. 

A man, aged 37, entered the Cook County Hospital because of a universal 
scaling dermatitis of twenty-one months’ duration. The eruption began on the 
shoulders and lower third of the back as severely itching red patches, which 
within a few weeks spread over the entire body. Enlarged glands were noticed 
in the inguinal and axillary regions a short time after the eruption became 
universal. Coin-sized growths had appeared here and there on the skin in the 
last three or four months, but none of these had ulcerated. The legs had been 
markedly swollen for several months. The patient felt chilly almost constantly 
and had been losing strength and weight for the last five or six months. 

The man was poorly nourished, with a universal erythematous scaling and 
slightly crusting dermatitis. About twenty dime to dollar-sized, firm, round, 
well elevated smooth nodules were present in general distribution. Glands 
the size of hen’s eggs were present in the axillae and groins and smaller ones 
in the cervical and epitrochlear regions. There was a patchy, partial alopecia 
of the scalp and slight hyperkeratosis of the palms. Leukocytes numbered 6,000. 
The differential leukocyte count showed: polymorphonuclear neutrophils, 73 per 
cent; large lymphocytes, 8 per cent; small lymphocytes, 9 per cent; eosinophils, 


9 per cent; basophils, 1 per cent. Histologic sections from one of the tumor 


nodules showed a psoriasiform proliferation of the rete mucosum and a marked 
cellular infiltrate throughout almost the entire corium, consisting of large and 
small cells with nuclei of widely varying shapes and sizes, the infiltrating cells 
laid down in a delicate reticulum. No cells of the Paultauf-Sternberg type 
were present. The diagnosis of mycosis fungoides was made from the histologic 
sections presented. 

DISCUSSION 

Dr. ZEISLER: This patient had a generalized exfoliative dermatitis preceding 
the onset of the typical lesions of mycosis fungoides. 

Dr. FiInnerupD: When Dr. Ebert and I first saw this patient at Dr. Ormsby’s 
office in February, 1926, he had a universal erythroderma, with fifteen or twenty 
nodules and a generalized adenopathy. Many of the nodules at the time of 
presentation had disappeared after rventgenotherapy. We first thought the 
condition was probably either lymphogranulomatosis or lymphatic leukemia. 
but the results of the blood tests ruled out the latter, and the histologic sections 
ruled out the former. 

Dr. SENEAR: I saw this patient at a clinic at one of the local hospitals last 
summer. At that time he had a typical picture of exfoliative dermatitis, with 
no suggestion of the formation of nodular lesions. 
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Mycosis Funcomwes. Presented by Dr. A. H. Conrap. (From the clinic of 
Drs. Engman and Mook, Barnard Free Skin and Cancer Hospital.) 


E. M., aged 51, a painter, gave a past history of two attacks of pneumonia, 
in 1898 and 1925. There was no history of skin trouble. In 1922 a small 
erythematous patch, about 1 inch (2.5 cm.) in diameter, appeared on the right 
arm near the elbow, which was diagnosed as a possible beginning of psoriasis. 
There was no pruritus at that time. This single lesion had a duration of 
approximately one year. There were several small lesions on the trunk, which 
disappeared without any medication. The patient said that the lesions began 
to appear in greater numbers a year ago, and that the pruritus had become 
intense during the past two months. At presentation many plaques were 
observed on the face, neck, trunk, arms and legs, which varied in size from 
1% to 4 inches (1.2 to 10 cm.) in diameter. They were pink to dark red, 
irregular in outline. Some of the lesions had coalesced; many were crescentic 
and gyrate in form; several were somewhat infiltrated and raised above the 
surrounding skin. There were no tumors at this time. The only discomfort 
was the pruritus. 

DISCUSSION 


Dr. ErtcH BRocKELMANN: I believe the case is a premycotic type of mycosis 
fungoides. 

Drs. W. G. CoLteEMAN and Davis made a diagnosis of mycosis fungoides. 

Note: The subsequent blood picture and microscopic section confirmed the 
diagnosis of mycosis fungoides. 


Parasitic DerMATITIS. Presented by Dr. Mitton O. Nyserc (From the clinic 
of Drs. Engman and Mook, Barnard Free Skin and Cancer Hospital). 


M. R., a girl, aged 18, a typist, was presented because of a papulovesicular 
eruption of nine months’ duration on the dorsum of the hands, the lesions 
ranging in size from that of a pinhead to that of a split pea. The eruption 
extended to the interdigital spaces without involving the palmar surface. There 
was a grouping of the lesions in patches from the size of a dime to that of 
a twenty-five cent piece with sharply defined borders which were elevated and 
indurated. There was excoriation of the lesions with scab formation and 
scaling. The pruritus was severe at night. The lesions were yellowish brown. 
No other parts of the body were affected. The patient had been treated by 
two physicians, without apparent result. 


DISCUSSION 


Drs. JoseEPpH GRINDON and RicHARD Kring thought it was a case of papulo- 
vesicular eczema, probably of occupational origin. 

Dr. Toptas: I believe it is a parasitic eczema. 

Dr. Wetss: I believe it is a parasitic eczema, and would call attention 
to the similarity of this condition to the dermatitis which Dr. Corlett called 
“winter dermatitis.” This condition is observed with much more frequency in 
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the region of the Great Lakes than in this part of the country. It recurs during 
the winter months, disappearing again during the summer. I am inclined to 
believe that parasitic eczema and “winter dermatitis” are identical. Are there 
any points of differentiation? 

Dr. A. H. Conrap: I do not think the present case is one of parasitic 
eczema because of its duration from June or July to the present date. 

Dr. ENGMAN: Dr. Corlett’s “winter dermatitis” is distinct from this condi- 
tion. “Winter dermatitis” appears during the early autumn, disappearing 
and then recurring during the cold weather. This girl’s condition was circum- 
scribed and probably parasitic during the winter time. It suggested staphylo- 
coccic dermatitis. It probably was occupational in origin, being at first a 
simple condition which was aggravated by the use of home remedies. These 
conditions are prevalent in the early fall. Young people on outings in the 
country frequently are victims of “chigger” bites for the relief of which they 
use various drug-store remedies, such as strong tar salve, sulphur, resorcin 
and often zinc calamine solution which contains an excess of phenol and serves 
merely to increase the dermatitis. By the time medical aid is sought, they 
have a generalized dermatitis, the condition on the limbs causing a reflex 
pruritus on the face and arms. This accounts for a great many instances of 
widely disseminated cases of dermatitis, when simple protective treatment 
would suffice to clear them. 

Dr. ErtcH BrocKELMANN: I think the present case is an epidermophyton 
infection of a vesicular type. 

Drs. GREINER, W. D. Davis, CoLEMAN, LANE and NyBERG agreed on a 
diagnosis of parasitic eczema aggravated by the remedies employed, and 
resistant to treatment. 


Nevus Unius LATERIS, WITH UNILATERAL HEMIATROPHY OF LEFT SIDE oF Bopy. 
Presented by Dr. NorMAn TosrAs. (From St. Mary’s Dispensary.) 


B. S., a white girl, aged 13, was admitted to the clinic with an extensive 
nevus on the left side of the head. The condition which had been present 


at birth had shown no signs of retrogression. The patient was a full term 
baby, delivery was normal and birth weight was 6 pounds (2.7 Kg.). She 
was the second of four children, the rest of whom were normal. There was 
no hereditary history of nevic growth in the family. At 12 months she began 
to talk, and walked at 20 months. She had pertussis at the age of 5, a severe 
attack of scarlet fever with ear involvement at 6 and varicella at 7. About 
six years ago she was treated by a local surgeon, who removed some of the 
growths on the face with the cautery and with applications of radium. <A 
large mass on the upper gum which hid the teeth from view was also removed 
at that time. 

The child presented a complete picture of unilateral retarded development. 
Besides the extensive nevus on the left side of the head, there was a congenital 
ptosis of the right upper lid, a marked congenital atrophy of the entire left 
upper extremity and a less marked retarded development of the left lower 
extremity. The nevus unius lateris involved the tongue and gums as well as 
the face and head. It was of the verrucous and pigmentary type. The lesion 
was not entirely restricted to the left side, as there were patches of follicular 
lesions on the right cheek and some involvement of the gums and tongue on 
the right half. There was a large verrucous patch on the left side of the fore- 
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head, the lower half of which improved considerably by the use of radium. 
The cheek and lids were studded with filiform papillomatous and dark brown 
and black pigmentary macules. These lesions extended to the back of the neck, 
where they came to an abrupt termination at the midline. There was also 
a large patch of verrucous lesions in the occipital region of the scalp. On 
the right side of the face was a group of patches of follicular lesions that 
were characterized by depressed scars. On superficial examination, they 
appeared to be similar to folliculitis ulerythema reticulata. There was a small 
hypertrophic patch on the right border of the tongue. The gums were thickened 
and friable. The palate was of the high arched type and asymmetrical. Another 
anatomic defect of interest was the retarded development of the extremities. 
This was most marked in the left upper segment, the circumference being about 
half that of the right. Although there was some muscular weakness present, 
there was no limited motion, the child being able, for instance, to play the 
piano like a normal person. 
DISCUSSION 

Dr. Tostas: One would naturally look for mental inferiority in such a case, 
whereas this child, 13 years of age, was in the seventh grade, and was talented. 
There was no evidence of brain involvement, the reflexes being equal. There 
was no disturbance of muscular tone, no paralysis and no history of spasticity. 


Dr. Ropert H. Davis: Nevus unius lateris is discussed under “ichthyosis” 
in some books, presenting some of the characteristics of ichthyosis — xeroderma 
of the extensor surfaces of the extremities, and freckles at many sites, sug- 
gesting xeroderma pigmentosum. This case might show a pathologic condition 
corresponding with that of ichthyosis. 

Dr. Topras: Referring to Dr. Davis’ remark regarding xeroderma pig- 
mentosum, I would call attention to a picture in Stelwagon’s textbook showing 
a pigmented type of nevus unius lateris without nodular formation. 

The child has been treated with carbon dioxide and with the cautery. Pos- 
sibly radium might be helpful in clearing up some of the larger lesions. As 
for the hemiatrophy, I can see no remedy. 


PARAPSORIASIS. (ERYTHRODERMIE PITYRIASIQUE EN PLAQUES DISSEMINEES). 
Presented by Dr. JosepH GrINDON. 


A young man was presented because of lesions consisting of nail-sized, dry, 
pink to fawn and brownish, faintly scaly, pruritic patches, distributed generally 
over the body, the face and neck remaining free. They were much more 
numerous on the extremities, both upper and lower, than on the trunk. The 
larger patches had shed scales at their centers, exposing in places minute patent 
sebaceous ducts. There was much dry scaling observed on the scalp. On 
each leg were seen ten or twelve patches. Each foot presented a large patch 
in the hollow of the sole, stippled with brown dots, resembling deep, dried 
vesicles. This appearance was noted nowhere else. There was a large patch 
at the inner border of each sole and some smaller patches over the dorsum. 
There were other lesions on the arms. The condition began six months pre- 
viously on the right leg and became aggravated with the onset of cold weather. 
Many of the lesions suggested pityriasis rosea corresponding with Brocq’s 
description of this type of parapsoriasis, except that the lesions were more 
numerous on the extremities than on the trunk, that the pruritus was often 


severe and perspiration profuse. 
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Dr. Grinpon and Dr. BrocKELMANN remarked that the lesions on the sole 
were quite unlike the others, suggesting epidermophytosis, being less psoriasis- 
like than the others. ; 

Dr. Conrap: The lesions have already been under treatment, and are, there- 
fore, less typical than formerly. They also do not show as much scaling as 
is usually observed in parapsoriasis. 

Dr. Ropert H. Davis: I agree with the diagnosis of parapsoriasis except 
for the lesions on the sole which I think is due to an epidermophyton infection. 


DERMATITIS MEDICAMENTOSA (FROM PHENOLPHTHALEIN). Presented by Dr. 
RicHArpD S. We!ss. (From Dr. Engman’s Clinic at Washington University 
Dispensary. ) 


Miss R., white, aged 27, two years before presentation had noticed brown 
spots appearing on her skin which at first resembled “hives” each one leaving 
a brown spot when the “hive” had disappeared. New lesions appeared from 
time to time since the onset. At times the older brown spots would flare up 
into hivelike plaques. 

At presentation, oval and circular, slate-colored to brown macules, from 
1 to 8 cm. in diameter, were scattered thickly on the neck, anteriorly and 
posteriorly; on the trunk and arms, sparsely; and over the sacral region. The 
patient was treated at the Harrower Laboratory in California for lichen planus 
by intravenous injections and the Kromayer lamp. Her previous history showed 
chronic constipation for which she took, among other remedies, “Feenamint 
Chewing Gum.” One week before the meeting, before retiring she chewed two 


of these pieces of gum. At 2 o’clock that morning each spot began to itch and 


tingle, and when seen eight hours later each pigmented area was elevated, red 
and closely resembled a hive. 
DISCUSSION 


Dr. W. D. Davis: I believe the condition is urticaria pigmentosa, the pig- 
mentation being preceded by urticarial lesions and leaving pigmented spots. 

Dr. Tostas: I also at first thought of urticaria pigmentosa, but on account 
of the atypical sites and the size of the patches of pigmentation, I concluded 
that the condition was a phenolphthalein eruption. 

Dr. Grinpon: In the absence of the patient's history, I would certainly 
think of urticaria pigmentosa, of which there are two types: one in which the 
urticarial type predominates, the other, which more resembles a granuloma. 

Dr. Wetss: I cannot reconcile a diagnosis of urticaria pigmentosa with 
the paucity of the lesions and their variation in size, usually from 0.5 to 1.5 cm 
Dr. Mook saw the case and suggested a diagnosis of phenolphthalein eruption. 


PARAPSORIASIS GuTTATA. Presented by Dr. JosEpH GRINDON. 


A white girl, aged 16, of robust build and general good health, had had 
no cutaneous affection until the age of 11, when she had rubella followed in 
two weeks by true measles, and a week or so later by the present eruption 
which has continued since that time, gradually increasing in severity. The 
face, palms and soles have always remained free, but all other surfaces have 
heen involved, except, perhaps, the scalp. The lesions consisted of close-set, 

aculopapules with minute apical scales, always dry and never pruritic. There 
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was no apparent seasonal influence. The girl had occasional headaches and 
formerly lumbar pains at the molimena. There were no respiratory or gastro- 
intestinal symptoms except occasional slight constipation, and no adenopathy. 
Moderate improvement of some areas followed treatment with the roentgen ray. 


DISCUSSION 


Dr. W. D. Davis: I believe it is a miliary type of parapsoriasis. The 
scales are asbestos-like in character, although some of them appear slightly 
greasy, and the patch is devoid of scales in places and slightly red and thickened. 


Drs. Krinc, Conrap and BrocKELMANN thought that the picture as a whole 
was that of parapsoriasis rather than of a true psoriasis in spite of the silver- 
like appearance of some of the scales, such as is characteristic of psoriasis. 

Dr. Moox: I agree with Dr. Grindon in his suggestion of the possibility 
of a tuberculid, although the symptom of pruritus and the fact that the lesions 
are more like a fulminating condition than distinctive granuloma (the lesions 
greatly resembling multiple, pruritic tumors of the skin) tends to overrule that 
diagnosis. 


LIcHEN PLANUS FoLLowING LICHEN ScROFULOSORUM. Presented by Dr. GaroLp 

V. STRYKER. 

Mrs. M. Q., white, American, presented herself at the City Dispensary with 
an eruption of one month's duration on the arms and forearms, with a few 
scattered lesions on the thighs. The initial lesion consisted of a pinpoint to 
pinhead sized papule, pale pink to yellow, capped for the most part with a 
fine white scale. The distribution was symmetrical. The lesions were in 
groups, varying from 1 to 2 cm. in diameter. There was no tendency to patch 
formation, each papule remaining distinct. The disease progressed until the 
entire trunk and all the extremities were involved. The patient lost weight 
and had a productive cough. She was sent to the hospital for observation, 
but no evidence of tuberculosis was found. The skin symptoms faded with 
proper diet and rest until only stains were left. There had never been any 
subjective symptoms. Three weeks following discharge from the hospital, there 
appeared on the flexors of each wrist and on the forearm, violaceous, flat- 
topped, polyhedral papules, the size of a split pea, isolated and circinate in 
arrangement, covered with a fine white, glistening scale. Pruritus was marked. 
At presentation similar lesions had appeared on the arms and thighs. 


DISCUSSION 
Drs. GREINER, Kring and W. D. Davis gave a diagnosis of lichen planus, 
Dr. Davis and Dr. Tobias calling special attention to the annular lesion on 
the right wrist. 


Dr. StrYKER: I made an original diagnosis of lichen scrofulosorum, but 
I think the lesions which have appeared during the last three weeks are lichen 
planus. I would emphasize the fact that the patient’s general condition is 
poor, and although at the hospital no evidence of tuberculosis has been found, 
this does not finally exclude the possibility of the presence of that disease 

Dr. Mook: I felt that the symptoms which appeared six months ago cor- 
responded to generalized lichen planus which is often associated with distur- 
bances of the gastro-intestinal tract, with nervousness, and other constitutional 


symptoms which improve rapidly under treatment. Dr. Engman and I have 
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always believed the condition to be due to an infection of some kind — possibly 
to a spirochete from its resemblance to syphilis —the patient recovering after 
arsenical treatment and mercuric chloride. 

Dr. Ropert H. Davis: It would be interesting to ascertain whether or not 
this condition resembled lichen planus originally, as the skin lesions in 
September presented an appearance which without doubt suggested lichen 
scrofulosorum. 

Dr. Grrnpon: Lichen planus has a tendency to undergo a metamorphosis in 
appearance. I have seen lesions of varying types which after a while were 
transformed into unmistakable planus lesions. On the other hand, the lesions 
might have been lichen scrofulosorum, which is classified with the tuberculids. 
In these cases there may be planus-like lesions. Dr. Stryker would find many 
to agree with his view. 

Dr. Tostas: A similar case which was presented several months previously 
by Dr. R. S. Weiss on biopsy was found to be lichen planus. 


\ Case Fok DraGnosis. Presented by Dr. Nyperc. (From the Clinic of Drs. 
Engman and Mook, Barnard Free Skin and Cancer Hospital.) 


Miss A. B., aged 32, a practical nurse, presented herself, with the following 
history: In the winter of 1917, a sled ran over the middle of the right foot 
with resulting bruise but without skin abrasion. This was followed in one 
week by the appearance at the site of the injury of a lump the size of a nickel 
raised above the surface, which was extremely tender. This condition remained 
unchanged for three years, when she lanced it, with subsequent profuse bleeding 
lasting for hours and resulting in ulceration. Several months afterward, it 


suddenly became acutely inflamed after having seemingly responded slowly to 
local treatment by recognized dermatologists of the city. 

An attending physician traumatized it by scarification, with subsequent 
complete healing in four months. At the end of six months an ulcer formed at 
the edge of the old scar, gradually enlarged and exuded clear serum at first. 
[his later became purulent. At the end of one year of self-administered local 
treatment, she again visited a physician who cauterized the ulcers with 


caustic plasters. They healed and remained healed for six months. About this 
time small, white papules, with a translucent appearance, appeared at the 
edge of the old scar. These ulcerated. The lesions were again cauterized 
and healed. During the last two years papules have been continually appearing, 
breaking down, ulcers coalescing, with the conditions as described below. 
(The only subjective symptoms were continuous knifelike pains and extreme 
tenderness of the papules to. pressure.) 

At presentation, multiple ulcers were observed on the dorsum of the right 
loot, irregular, with a clean red base and raised, rolled pink borders, some 
ot which were in process of healing. All were definitely indurated and 
granulomatous, varying in size from that of a split pea to a linear ulcer 
} inches (7.6 cm.) long. Scattered between these and at varying distances 
irom the outer border were raised purplish papules with slightly scaly convex 
tops, indurated, sharply circumscribed, and varying in size from one-fourth 
to one-half inch (0.6 to 1.2 cm.) in diameter. Between the papules and ulcers 
was scar tissue. On the sole of the right foot, about the middle, was a papule 
differing from the one described above in that it was more verrucous. The 
tamily history and the past history were essentially negative with the exception 

diseases of childhood. Numerous Wassermann tests and roentgenograms 
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were found to be negative. The patient was given potassium iodide internally 
for varying periods of time without any remarkable results. Microscopic 
smears of ulcers and cultures showed Staphylococcus aureus and citreus. Subse- 
quent biopsy showed chronic inflammation. 


DISCUSSION 
Dr. W. D. Davis: There is a marked similarity of this case to one reported 
recently as mycetoma (Madura foot). 
Dr. Grinpon: The lesion gives a picture of mycosis fungoides d’emblée. 


Leprosy (?) Presented by Dr. A. H. Conrap. (From the Clinic of Drs. 
Engman and Mook, Barnard Free Skin and Cancer Hospital.) 


FE. A., a Mexican, aged 36, who had lived in the United States for two years 
and whose family history was negative, two years ago struck his elbow a 
hard blow. This was followed by muscular weakness in the forearms and 
hands for several months. Eight months ago he noticed a lesion on the right 
eyebrow resembling “a mosquito bite.” This enlarged and spread by peripheral 
extension. Other lesions appeared on other parts of the face during the course 
of a few weeks. Next the elbows were involved; then the ankles, and later 
the trunk. All the lesions spread by peripheral extension. The subjective 
symptoms were those of formication and occasional burning at the site of the 
lesions. During the last two or three months, darting pains have occasionally 
been present in the right forearm and hand and in both feet. The right hand 
has at times been edematous and with weak muscle power. There have been 
no constitutional symptoms except an occasional headache. Eight weeks ago 
the patient developed lesions on the foreskin dorsal to the sulcus. There was 
history of pruritus, but no pain. The Wassermann reaction was three plus 
in cholesterin antigen. At presentation numerous lesions were observed on the 
face, trunk and extremities, varying in size from a dime to that of the doubled 
palm, more or less symmetrical. The lesions had raised red borders and faded, 
fawn-colored centers. They were round or oval, with gyrate borders. The 
lesions were anesthetic, particularly marked in the center. 


DISCUSSION 

Dr. Conrad: These cases usually have periods of exacerbation followed by 
partial recovery, which makes diagnosis difficult, as the organism of leprosy 
is hard to find. Several biopsies proved to be negative; also examinations of 
the nose washings. 

Dr. Grinpon: Has there been any attempt to confirm Wile’s finding of 
bacilli in apparently normal skin? 

Dr. Mook: During the war, there was a soldier in the base hospital with 
suspected leprosy. The first lesion excised was a healed lesion, and no 
bacilli were found in the lesion of the normal skin. One week later, another 
piece was excised from a more recent lesion, and bacilli of leprosy were 
numerous. There were no bacilli in the normal skin. 


ANGIOMA. Presented by Dr. Lane. (From the Clinic of Drs. Engman and 
Mook, Barnard Free Skin and Cancer Hospital.) 


A girl, aged 4 days, with the following history, was presented: At birth 
there was noticed on the middle of the anterior aspect of the left thigh a soft, 
tumor-like mass, with a rounded, flat top, 2 inches (5 cm.) in diameter, raised 
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one-half to three-fourth inches (1.2 to 1.9 cm.) above the surface, the center 
of which was sky blue, the discoloration being about the size of a dollar. 
Coursing over the pigmentation were prominent small blood vessels. The rest 
of the tumor was covered with normal colored skin. The tumor mass had not 
grown since birth. On the inner third of the upper left eyelid was a red plaque 
about 0.5 cm. in diameter also composed of small blood vessels. Other parts 
of the body were not involved. 
DISCUSSION 

Drs. RicHarD Kring and W. D. Davis thought it was a large cavernous 

nevus undoubtedly of traumatic origin. 


Dr. Conrad: The point of interest in the case is the question as to whether 
or not it would be advisable to institute treatment immediately, or to wait until 
the child is older. 

Dr. GrinDoN: It is difficult to determine this in such cases, some seeming 
either to stand still or increase gradually with the growth of the person, while 
others progress with great rapidity. 

Dr. Ropert H. Davis: I wish to call attention to an article written by a 
French dermatologist regarding the treatment of nevi in infants in which the 
roentgen ray is recommended as the method .of choice when the nevus is in 
process of growth; but radium when the nevus has reached the point at which 
growth has definitely ceased. In the present case, I feel that carbon dioxide 
would be ineffective because of the size of the nevus. I would suggest treatment 
with radium or with boiling water. 


Dr. Grinpon: I recall the case of a child from the City Hospital who was 
presented at the radium conference at this hospital a year ago, with a rapidly 


growing nevus about the face which had been successfully treated with radium. 


Lupus ErytTHemMatosus. Presented by Dr. Conrap. (From the Clinic of 
Drs. Engman and Mook, Barnard Free Skin and Cancer Hospital.) 


A. F., a girl, aged 14, was presented because of a depressed, sharply cir- 
cumscribed oblong lesion, one-half inch below the lobe of the left ear, 1 by) 
0.75 cm. in size, a mottled red. In each ear in the concha and the scaphoid 
fossa were similar lesions, well circumscribed, with punched-out appearance. 
These conditions had begun as “white spots” which gradually increased in size 
during a period of six months. During the last year they had remained prac- 
tically stationary. There were no subjective symptoms. The family history 
ind the past history were essentially negative, except for an abscess of the 
left ear during the past winter. 

DISCUSSION 

Dr. Krinc: I think both lesions in the ear were scars from pus infection; 
the lesion on the left cheek being lupus erythematosus. 

Dr. Grinpon: There seemed to be follicular, keratotic plugs in the lesion, 
which I diagnose as lupus erythematosus. 

Drs. Davis, Conrap and LuNsrorp concurred with Dr. Grindon. 


Dr. R. H. Davis: I had one private case with this same history of pus 
nfection, boils, etc., which finally cleared, leaving depressed, rather clean-cut 
cars, but which did not present the redness or the scaliness looked for in a 
lupus lesion at this site. I am inclined to believe that the ear lesions were 
pyodermic, while those on the face were lupus erythematosus. 
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ARSENICAL DERMATITIS PIGMENTATION (FOLLOWING INTENSIVE SYPHILITIC 
TREATMENT WITH ARSPHENAMINE). Presented by Dr. Nysperc. (From the 
Clinic of Drs. Engman and Mook, Barnard Free Skin and Cancer Hospital.) 


Eighteen months before presentation, Miss M. R., aged 28, had had an initial 
lesion on the right labium majus, for which she had received six treatments 
with arsphenamine and mercury once a week over a period of one year. She 
returned to the dispensary feeling well, and with no indications of syphilis. 
The Wassermann test gave a reaction of four plus in both antigens. The 
following six months she received twelve more injections of arsphenamine and 
forty injections of mercury, at the end of which period there appeared a diffuse 
erythematous eruption over the right Poupart’s ligament, consisting of red 
papules about the size of a pinhead, accompanied by intense pruritus. She was 
treated with phenol and lotions and given eliminative treatment. After several 
weeks, dermatitis in the form of red plaques spread across the abdomen to the 
left thigh; also around the neck and upper part of the chest. There was a 
slight eruption on the back. The patient was given a 0.5 cc. intravenous injec- 
tion of sodium thiosulphate daily, a total of six injections. At the end of three 
weeks, yellowish-brown pigmentation appeared on the aforesaid areas, most 
markedly around the neck. The local treatment was continued to date, and 
the pigmentation gradually faded. Two months ago, she was again placed 
on treatment with injections of mercury. The Wassermann reaction at that 
time (which had continued to be four plus since the beginning of the treat- 
ment) was negative in both antigens. 


DISCUSSION 


Dr. Noxon Toomey: The “woody” and stiff feeling of the skin in a number 
of the large violaceous areas and in some of the smaller ones in which the patient 
stated the “woodyness” had been more marked is notable. While the pig- 
mentation is clearly arsenical in origin, the lichenoid areas do not so much 
resemble arsenical keratoses as they do the lichen planus that has occasionally 
been observed to follow arsphenamine therapy. 

Dr. Toomey: The alteration of the epidermis is of a distinct type due to 
the arsphenamine and neither a true lichen planus nor an arsenical keratosis 
as ordinarily observed. 

All others present concurred in the diagnosis of arsenical pigmentation. 


NorMAN Tostas, M.D., Secretary. 


MINNESOTA DERMATOLOGICAL SOCIETY 
Fourth Annual Meeting, July 10, 1926 


Pau A. O'Leary, M.D., President 


The patients presented were from the service of Drs. Paul A. O’Leary and 
William H. Goeckerman, Section on Dermatology and Syphilology of the 
Mayo Clinic. The preparation of the materials shown was arranged by the 
staff members of the section. 
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A symposium on lupus erythematosus showed various degrees of the dis- 
seminated form of the disease and examples of the discoid form in some of 
which there had been dissemination. The cases are presented in the order 
of the severity of the disease. 


Curonic Lupus EryTHEMATOSUS DISCOIDES. 


An unmarried woman, aged 61, reported having had lesions on the face for 
twelve years, following vaccination for smallpox. She had had ultraviolet 
and Kromayer light applied with some benefit, and there were radium “cured” 
spots on the forehead. The case presented the classic picture with the “butter- 
fly” distribution of discoid lupus erythematosus. Moderate dental sepsis and 
a healed tuberculous lesion of the chest were also demonstrated. 


Curonic Lupus ErytHEMAToSUS Discompes (THE BENEFITS OF SYSTEMIC 
RoENTGEN-Ray AND Miitp Loca TREATMENT SHOWN). 


A married woman, aged 27, had had lesions on the nose for nineteen 
months which had disappeared and reappeared, particularly on the scalp. There 
were classic patches of lupus erythematosus discoides on the nose, left cheek, 
scalp and ears on admission to the Mayo Clinic. There is now definite improve- 
ment with slight residual atrophy. Marked dental sepsis was the outstanding 
condition on physical examination. 


SuBACUTE Lupus ERYTHEMATOSUS DISSEMINATUS. 


An unmarried woman, aged 35, five years before examination had noted 
lesions on the nose which gradually spread to the cheeks, ears, neck, hands 
and forearms. Her sister had glandular tuberculosis. There were thick, 
indurated plaques of lupus erythematosus with heavy scaling besides the 
atrophy and plugging. The lesions elsewhere were of the papular type with 
evidence of atrophy and scarring. The results of the physical examination 
were essentially negative; there was no demonstrable evidence of tuberculosis. 

The patient was given one course of systemic roentgen-ray treatment to 
the glands and mild local treatment, with seemingly definite improvement. 


Curonic Lupus EryTHEMATOSUS DISSEMINATUS WITH LESIONS OF THE Mucous 
MEMBRANE. 


A married woman, aged 44, had first noted an eruption on the side of the 
nose four years before examination. It gradually spread to both cheeks. 
Kromayer light had been applied. Iodoform had been given internally for 
two months, and sulphonated bitumen, N. F., locally. One tooth had been 
removed and tonsillectomy performed. She had noticed that exposure to the 
sun made the lesions worse. 

On the face, scalp, forearms and dorsum of the hands were scaly erythe- 
matous plaques with some scarring and atrophy. Epithelial plugging was 
prominent on the nose. On the roof of the mouth and the left cheek were 
erythematous plaques with erosions and scarring. The physical examination 
gave negative results. 


Supacute Lupus ErytTHEMATOSUS DISSEMINATUS. 


This patient was shown to demonstrate the favorable result of deep roentgen- 
ray treatment in lupus erythematosus discoides which disseminated as the 
subacute type, possibly as a result of exposure to sunlight. 
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Fhe 


The woman, aged 35, had first noticed a small red blotch on the nose about 
ten months previously. As new blotches appeared her hair began to come 
out. There was considerable itching and burning of the patches. A number 
of dermatologists were consulted in this country and in Vienna and Switzerland. 
While in Europe she gained much weight but noted no real improvement in 
the dermatosis. Low grade arthritis had been present from time to time during 
the last six years. No improvement followed the use of gold preparations. 
The patient now presents the slight residue of a lupus erythematosus on the 
face, anterior part of the chest and neck, hands and arms. 

The internists reported mild arthritis, scoliosis of the lumbosacral region, 
probably tuberculous in origin, and cervicitis with leukorrheal discharge. 

The Wassermann reaction was negative, the hemoglobin content was 77 per 
cent, the erythrocytes numbered 4,250,000 and the leukocytes 4,700. The reports 
of the blood chemistry were within normal limits. Bloor’s test I was 38 mg.; 
Bloor’s test II was 97 mg.; lecithin, 96 mg.; fatty acids, 202 mg., and total fats 
299 mg. Culture from the cervical os showed streptococci and diphtheroid 
bacilli. Roentgenograms of the chest and sinuses were negative. 

The patient was given two courses of filtered roentgen ray to the gland- 
bearing areas, and quinine with rest in bed, which resulted in marked clinical 


remission. 


Curonic Lupus EryTHEMATOSUS DISSEMINATUS AND PsorIASIS VULGARIS. 


A woman, aged 44, had acquired psoriasis two years previously. One year 
later, lesions appeared on the nose, followed shortly by other plaques about 
the face. About six months previously, patchy loss of hair with acute dis- 
semination of the lupus erythematosus was noted. 

The patient had generalized psoriasis with the typical distribution of the 
disease and in addition, showed the lesions of lupus erythematosus on the 
cheeks, neck, upper part of the chest, forearms and hands. 


CuHronic Lupus ErytHEMATOSUS DISSEMINATUS (LUPUS ERYTHEMATOSUS — 
PEMPHIGUS SYNDROME OF ORMSBY AND SENEAR). 


A married woman, aged 35, gave a history of having developed photophobia 
fifteen months previously, attended with ulceration and crusting of the lids. 
The mucous membranes of the nose, mouth and throat were involved at the 
same time. She had a few lesions on the arms and chest which the home 
physician diagnosed measles, there being an epidemic in the locality at that 
time. The skin lesions remained about one month, although the irregular 
attacks of pain in the eyes, chiefly the right, had been persistent. The lesion 
on the eyelid was then called trachoma and treated accordingly. The patient 
reported that at the time the lesions first appeared on the conjunctiva, lesions 
also appeared in the vagina and about the vulva, the exact nature of which she 
did not know. The ophthalmologists reported that the shrinking of the con- 
junctiva was attributable to pemphigus. The patient has shown no signs of 
pemphigus while under our observation. 

Atrophic patches with telangiectasia and some scaling appeared on the 
cheeks, upper arms, thigh and upper part of the chest. No epithelial plugging 
was noted. There was acrocyanosis with scarring of the finger-tips suggestive 
of old folliclis, but no evidence of cutaneous bullae. 

Roentgenograms of the chest were negative for evidence of tuberculosis, 
although definite cervical and axillary adenopathy and marked dental sepsis 
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were reported. There was also photophobia of the right eye with scarring of 
longitudinal type of the palpebral conjunctiva. A vertical adhesion constricting 


the upper culdesac remained. 
Biopsy of the axillary gland and guinea-pig inoculation from the same gland 
were negative for evidence of tuberculosis. 


Acute Lupus ErytTHeMATOSUS DISSEMINATUS — PAPULAR TyPE. 

A woman, aged 41, reported that about a year previously she developed 
dermatitis across the shoulders. Approximately five months before admission 
she had violet ray treatment (generalized) following which the lesions appeared 
on the forearms and continued to spread to the present distribution. With 
the dissemination the patient became acutely ill, had a daily fever and lost 
15 pounds (6.8 Kg.). Alopecia had developed two months previously. She had 
had cervical adenitis during childhood. 

On the face, neck, upper part of the chest and forearms were red to violaceous 
discrete, confluent papules with scaling. The borders were well defined. On the 
lobes of the ears were scaly, atrophic plaques with epithelial plugging, and the 
borders of the lesions on the forearms consisted of well defined papules with 
scaling. There was diffuse alopecia of the scalp, eyebrows and pubic and axillary 
hair. Old tuberculous cervical adenopathy was demonstrated. 


\cute Lupus EryrHematosus DisseEMINnaTus (ACUTE FULMINATING TYPE OF 
Lupus EryTHEMATOSUS DISSEMINATUS DEMONSTRATING THE EFFECT OF 
Bioop TRANSFUSION). 

A married woman, aged 21, reported that three months previously a small, 
flat patch appeared on the bridge of the nose, which spread peripherally to 
both cheeks. On admission the patient was toxic, ran a daily temperature up 
to 101 F. and continued to lose weight. On the face, neck, upper anterior 
thorax, hands, arms, dorsum of feet, and knees were erythematous and livid, 
scaly, tawny plaques with evidence of epithelial plugging; there were some 
atrophic patches with epithelial plugging and alopecia of the scalp. 

Enlarged axillary glands were demonstrated. The hemoglobin content was 
68 per cent, the erythrocytes numbered 4,030,000, and the leukocytes, 5,800; 
lymphocytes 29.5, large mononuclears 4, transitionals 2.5 and neutrophils 64 per 
cent. The blood Wassermann reaction and roentgenograms of the chest were 
negative. 

Quinine aggravated the eruption and upset the patient’s stomach. She was 
intolerant of iodoform and Blaud’s pills. She received one course of filtered 
roentgen-ray treatment to the glands with prolonged systemic reaction, without 
benefit. The dermatitis flared up after sodium cacodylate was given intra- 
venously. Sodium salicylate and sodium bicarbonate were given, with no benefit. 
Four transfusions of 200 cc., 300 cc., 500 cc. and 500 cc. of whole blood were 
given with immediate and marked improvement in the dermatitis and the 
general condition. 

DISCUSSION 

Dr. Sweitzer: I agree with the diagnoses. The character of the photo- 
dermatitis well illustrates that lupus erythematosus may be due to exposure 
to light. Dr. Butler of Minneapolis had a patient with acute lupus erythe- 
matosus caused by sunlight when she was down South. The eruption extended 
over the face and body. Dr. Butler tried deep roentgen-ray treatment of the 
glands but, unfortunately, the disease spread rapidly and the patient died. 
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Dr. MicHeEtson: I believe we should definitely state our conception of 
acute disseminated lupus erythematosus and disseminated lupus erythematosus 
before discussing these cases. The acute disseminated type is a distinct clinical 
entity from that type in which dissemination occurs in a long standing case. 
In the cases acute from the onset the constitutional symptoms overshadow the 
cutaneous symptoms and although cutaneous symptoms may usher in the condi- 
tion, the skin manifestations usually subside and the constitutional symptoms 
become more severe, going on to a fatal termination. 

These cases are a form of sepsis and no doubt some of them are tuberculous. 
The other type was common lupus erythematosus which developed disseminated 
lesions. These cases were not so severe although occasionally one of them 
does take on the picture of the first type. In several of the acute cases that 
I have had an opportunity to study, Streptococcus viridans has been found on 
blood culture. This, however, might have been a terminal occurrence. In 
another case endocarditis was found at necropsy. 

In regard to treatment, I have used Dr. Goeckerman’s method only once 
and I wish to call attention to the fact that the patients were very sick follow- 
ing treatment. One of the patients exhibited today stated that she had the most 
severe reaction after the second treatment; then improvement began. 


Dr. H. R. Foerster: The impressions I gained in the observation and the 
discussion of these cases of lupus erythematosus suggests that there was some 
confusion in the differentiation of lupus erythematosus disseminatus and dis- 
coides. Since there is a great difference as to prognosis in these cases the 
situation should be clarified. I regarded as lupus erythematosus disseminatus, 
the cases of the acute type with systemic manifestations, but two of the chronic 
cases that were presented as of the disseminated type I believe were of the 
discoid type. Dr. Goeckerman obtained excellent results in these cases by 
the use of the roentgen ray on the glandular areas. 

Dr. KessterR: This disease presents difficulties not so much by way of 
diagnosis as by way of treatment. One case progresses favorably while another 
shows no worthwhile results. Several years ago I had one case of the acute 
discoid type. The nose and cheeks were highly inflamed. I tried calamine 
zinc oxide lotion and in ten days the patient was much improved and after 
two years remained well. In view of the fact that so many and varied types 
of treatment are recommended, it is difficult to decide which is best. 

Dr. Orson: Following exposure to natural sunlight or the sun lamp per 
sistent redness develops in some cases and later, areas of lupus erythematosus 
At the Finsen Institute in Copenhagen, before treatment with the ultraviolet 
light, the patients are given a test exposure on a small area of the thigh or 
forearm. If persistent redness develops these patients are not treated with 
the ultraviolet light. 

Dr. GOECKERMAN: This group of patients with lupus erythematosus was 
shown to illustrate the various gradations of the disease. While all the phases 
are not represented it gives an idea of the types of distribution, the tendency) 
to disseminate and the presence or absence of minor or severe systemic dis 
turbances, and illustrates the fact that lupus erythematosus, especially when 
it has a tendency to disseminate, presents a definite systemic problem. My) 
experience has taught me that we cannot draw a sharp line between the chronic 
and the acute disseminate types. It is true that one patient may show an 
acute type from the onset and another an indolent type, but between these two 
there may be all gradations of severity. 
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Dr. OrmsBy: This is a remarkable group of cases of disseminated lupus 
erythematosus. I have watched with interest the work done in these cases 
by Dr. Goeckerman and his associates. The multiformity of the cutaneous 
lesions has been well demonstrated. In one of the disseminated cases in addi- 
tion to the patches in the usual situations, there were many well defined lichen 
planus-like papules, a type of lesion I have not previously seen. As to 
classification, there are several distinct types. The acute type is that of a 
serious constitutional disease usually terminating fatally in a comparatively 
short time. In these the lesions may resemble erysipelas or multiform erythema, 
or there may be red edematous scaling areas and patches. Kaposi’s erysipelas 
perstans faciei probably belongs here. A second acute form occasionally 
develops on a long standing fixed type of the disease. In this case general 
symptoms occur and lesions develop on the face and extremities of the same 
type as mentioned in the first form. I have seen several of this form in which 
lesions like erythema multiforme associated with grave constitutional symptoms 
developed on old discoid lupus erythematosus. Then there are disseminated 
cases subacute in character, not accompanied by general symptoms, which 
usually terminate favorably. In these the lesions at times resemble the fixed 
or discoid variety but are more extensively distributed or they may occur as 
dull red scaling patches of varying dimensions. In this form iodoform internally 
is valuable. The acute form, whether it is primary or secondary, is serious 
and often fatal. The subacute form, on the other hand, usually terminates in 
recovery of the patient. 


GENERALIZED SCLERODERMA. 


A man, aged 58, in January, 1926, noticed that the skin on both legs and 


the right arm had become tight, rough and dry, and slightly pruritic. About 
a month later the skin on the chest underwent the same changes. Over the 
thorax, arms and legs were large, glistening, waxy, slightly erythematous and 
boardlike areas. Patches of atrophy were found on the chest. The face and 
hands were free from lesions. The prostate was markedly infected. 

The urine on repeated examination showed no arsenic. Capillary studies 
of nail-beds revealed short, undilated capillaries having a somewhat slowed 
but even flow. The capillaries were normal with no characteristics of sclero- 
derma as we have observed in patients with sclerodactylia. Roentgenograms 
of the arms and chest showed no cutaneous fibrosis or calcareous deposits. 


DERMATOMYOSITIS. 


A married woman, aged 46, noted one year before admission that her hands 
and feet suddenly became red, swollen and hypersensitive. This soon subsided 
and then recurred. Similar lesions appeared on the head, trunk, thighs and 
upper arms. The increased pigmentation and the generalized stiffness of the 
muscles had gradually increased during the last six months. She had had 
influenza, typhoid fever, malaria, pleurisy and frequent attacks of tonsillitis 

The patient was thin and had an erythematous blush intermingled with 
areas of hyperpigmentation of the face, neck, abdomen and lower extremities. 
The musculature of the arms and legs was tawny but not edematous, and the 
motion was limited to partial extension. She complained that the muscles of 
the arm were tight. Other than the blush and areas of pigmentation the skin 
appeared normal. The results of biopsy were essentially negative. Mild 
acrocyanosis was present. There was no edema of the extremities and the 
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blood vessels were palpable. Slight infection was noted in the tonsils and 
teeth. Roentgenograms showed no fibrosis or calcareous deposits in the 
extremities. The capillary demonstration showed long loops with moderate 
dilatation and a slow flow with stasis in some loops. The capillary picture 
was suggestive of scleroderma. The basal metabolic rate was +5 and the 
repeated blood cultures were negative. The histologic examination of the 
skin was essentially negative. 

Studies of the blood chemistry showed: urea 32 mg., sugar 0.12 per cent, 
chlorides 549 mg., carbon dioxide combining power 57 per cent by volume, 
sodium 357 mg., potassium 19.5 mg. and calcium 10.3 mg. The blood cholesterol 
by the Bloor I method was 134 mg., and by the Bloor II method 151 mg.; the 
split cholesterol was 17 mg., lecithin 83 mg., fatty acids 202 mg. and total 
fats 253 mg. 

DISCUSSION 

Dr. Parker: This is the fourth in a series of six cases which I have observed 
at the clinic in the last four years. The disease is particularly interesting from 
the standpoint of differential diagnosis. Two forms of the malady have been 
described, the acute, which presents considerable swelling and thickness of 
the skin of the face, and may progress and terminate in patches of atrophy. 
This closely resembles the edematous type of scleroderma and must also be 
differentiated from poikiloderma atrophicans vasculare. The chronic form is 
more frequently confused with the dry infiltrated type of scleroderma and 
early myositis ossificans. In the case presented today a diagnosis of sclero- 
derma had been agreed on by all those who had previously seen the patient. 
The infiltration is primarily in the muscles and not in the skin, as the biopsy 
showed. The skin is tense but if it is carefully palpated no sclerodermatous 
changes can be detected. In practically all cases there is peripheral neuritis 
of variable degree which we think is probably secondary to the myositis similar 
to that which is commonly seen in Volkmann’s contraction. Because of the 
involvement of the muscles of the throat there is frequently inability to swallow, 
and the regurgitation of the food through the nose suggests the possibility of 
pseudobulbar palsy. While no definite etiologic factor has been found from 
the clinical course the disease appears to be the result of a low grade infec- 
tion. Less than 40 per cent of the patients recover. Treatment is that of any 
low grade chronic infection; in this instance, the removal of all foci of infection, 
intravenous administration of gentian violet solution, foreign protein, ultra- 
violet light for its systemic benefit and a high caloric diet have materially 
benefited the patient. 


ACRODERMATITIS CHRONICA ATROPHICANS (CALCIFICATION OF SKIN). 


A woman, aged 35, noted a hardness of the skin of the hands and feet the 
winter before admission, followed in spring by replacement with atrophic 
patches. The feet and hands had always been cold and clammy. Indurated 
plaques, similar to the original lesions on the hands and feet, began to appear 
on the thighs and calves several months previously. Some of these patches 
have begun to involute leaving superficial atrophic areas. The skin of both 
the feet and legs was atrophic and there was patchy erythema and a prominence 
of superficial veins. Several indurated boardlike plaques on the thighs and 


calves were noted. 

Roentgenograms of the legs showed calcification of the blood vessels in 
both limbs with areas of calcification in the skin corresponding to the indurated 
plaques on the limbs. Biopsy and blood chemistry studies were not performed. 
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PEMPHIGUS OnRISs. 


A woman, aged 45, had had mouth lesions practically continuously for the 
last ten years. She described the original lesions as small blisters which 
break shortly after appearing, leaving an eroded surface. At varying intervals 
for the last eighteen months she had had similar lesions on the mucous 
membrane of the vulva and the vagina. Three years before admission her 
seventh child was born and since that time the mouth condition had become 
considerably worse. The removal of all teeth temporarily aggravated the 
lesions of the mouth. 

The dermatologic examination showed multiple superficial erosions in the 
mucous membrane of the mouth, tongue and lips. During the week that the 
patient was under observation blebs in the mouth were noted. No active lesions 
on the vulva are now present. Culture for thrush (Monilia) was negative. 

The patient has received coagulin and iron cacodylate in alternation, with 
only slight improvement. 


PEMPHIGUS ORIS. 


A married woman, aged 63, had had sores in the mouth continuously for 
the last four years. She had also had pain in the fingers with blanching; 
both parotid glands were enlarged and she was able to milk pus from them. 
The parotid disease developed two years previously while she was convalescing 
from appendectomy for gangrene and abscess of the appendix. 

On the soft palate were two bullae about 1 cm. in diameter, while on the 
buccal mucous membrane there were eroded and superficially ulcerated areas, 
a few of which showed remnants of previous blisters. Superficial ulcerations 
along the left ventral border of the tongue were noted, but no marked cutaneous 
lesions. Besides the pemphigus oris, the patient had a secondary type of 
Raynaud's disease and bilateral chronic parotitis. 


DISCUSSION 
Dr. O'LEARY: These patients with the diagnosis of pemphigus oris are 
presented with the hope of arousing some discussion. They present a picture 
which we, with the aid of Dr. New, of the Section on Laryngology, have learned 


to recognize as that of pemphigus of the mucous membrane. No cutaneous 
lesions are present at this time, although the one patient, who is apparently 
in remission, had similar lesions on the vulva on admission. The interesting 


point in the history of this patient is that the lesions have been present for 
the last ten years, a fact which warrants a prognosis of a benign and protracted 
course for the disease. 

Dr. Ormssy: When the lesions are limited to the mouth, the diagnosis 
of pemphigus is difficult. As a rule the lesions are more painful than those 
of erythema multiforme. In the case of the latter the disease is more typically 
recurrent and the lesions are deep and inflammatory. The bullae of pemphigus 
produce superficial erosions. I have never seen mouth lesions precede the 
cutaneous ones for more than several months (fifteen in one instance ). 


Frxep ARSENICAL PIGMENTATION? (MALIGNANT MELANOSIS?). 


A man, aged 31, came to the clinic in the spring of 1924, having parenchy- 
matous neurosyphilis and a positive blood Wassermann and spinal fluid reac- 
tion. He received eight intravenous injections of sulpharsphenamine at that 
time. In August and September, 1924, he received six more intravenous injec- 
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tions of sulpharsphenamine. He was given intramuscular injections of mercury 
succinimide with the arsphenamine courses and he received forty mercury rubs 
at home. He returned in January, 1925, presenting on the trunk and neck, 
groups of pigmented macules varying in size up to 6 cm. On the back of the 
neck the lesions appeared to be papulomatous. Many of the pigmented areas 
were definitely steel blue. He had been taking “Nature’s Remedy” at various 
times during the last year and gave a history of having had acute urticaria 
five years previously. 

The repeated administration of various phenolphthalein preparations did 
not increase the pigmentation nor produce new lesions. Nasal smears did not 
show Hansen’s bacilli and because of a gastric complaint which was due to a 
duodenal ulcer, posterior gastro-enterostomy was performed in February, 1925. 
Exploration of the abdomen at this time revealed no other pathologic lesion. 
He was presented at the annual meeting of the Minnesota Dermatological 
Society, April, 1925, when the diagnoses of arsenical pigmentation, acanthosis 
nigricans and eruption due to phenolphthalein were offered. It is to be noted 
that he had no bismuth until after the pigmentation developed. However, since 
that time he has had numerous injections of arsphenamine and bismuth with 
no change in the pigmentation. His general health remains good. 

The microscopic study of the specimens showed no arsenic when stained 
according to the technic recently described by Osborne. No pertinent pathologic 
changes were noted. 

DISCUSSION 


Dr. ParKHurRST: I am interested in noting the slight thickening of the 
skin in the pigmented patches of the neck and on the skin of the axillae which 
I thought suggestive of acanthosis nigricans. 


Dr. Ormssy: The lesions suggest a fixed eruption from phenolphthalein or 
arsphenamine. The fact that the lesions did not become active when these 
drugs were administered would be unfavorable to that diagnosis but would not 
definitely rule it out. In acanthosis nigricans I have not seen oval well defined 
patches of pigmentation such as are present here, and the location of the 
pigmentation is unusual for that disorder. With the increasing use of phenol- 
phthalein by the laity, fixed eruptions are now being seen relatively often. 


GENERALIZED PURPURA SIMPLEX, FocAL TyPE; DERMATOPHYTOSIS. 


A man, aged 37, was first seen in April, 1924. He had trichophytosis ot 
the feet; when he was again seen in October, 1925, he had early symptoms of 
Schamberg’s disease and a recurrence of the trichophytosis. In February, 1920, 
he returned with acute, partially generalized lichen planus. At the same time 
he showed symptoms of Schamberg’s disease and trichophytosis. He was given 
protiodide of mercury in % grain (0.0162 Gm.) doses, Fowler's solution and 
colloid baths. By the middle of March the lichen planus had disappeared 
although the pigmentation remained on the lower extremities. He returned 
again the latter part of June with the present dermatosis. 

The patient presented a generalized purpuric and pigmented eruption involv- 
ing the trunk and upper and lower extremities. The mucous membranes were 
normal. The pigmentation on the lower extremities was marked and new 
petechiae were noted around the ankles and the traumatic areas. No annular 
lesions or atrophic plaques were observed. A severely infected prostate, marked 
dental sepsis and a duodenal ulcer were also demonstrated. 
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A study of the blood showed a blood platelet count of 168,000 and 172,000 
on two occasions; the coagulation time was six and three-fourths minutes, 
and eight and one-half minutes; the calcium coagulation time was six minutes 
and eight seconds, and five minutes; the bleeding time was two and one-half 
minutes, and three and one-half minutes; the fragility test gave a normal 
reaction, showing a minimal resistance of 0.42 per cent and a maximal resistance 
of 0.28 per cent. 

DISCUSSION 


Dr. Sweitzer: The history of having had symptoms of Schamberg’s dis- 
ease in the lower extremi-_ies and generalized lichen planus, the present pigmen- 
tation, the history of an infected prostate and the fact that the eruption is 
improving under prostatic massage would indicate a diagnosis of toxic purpura 
due to some low grade infection. 

Dr. O_son: Copaiba eruption might be considered but the most probable 
diagnosis is parapsoriasis or pityriasis chronica lichenoides. 

Dr. O'LEARY: We have watched this patient through a course of Scham- 
berg’s disease, generalized lichen planus and the present purpuric eruption 
while the dermatophytosis of the feet has persisted unaltered by treatment. 
Following the onset of the present lesions we were in a quandary as to whether 
he would eventually develop Majocchi’s disease. The blood factors were normal, 
but the prostate gland was found to be infected severely. Observation has 
permitted us to place the dermatosis in the purpura group, believing the prostate 
to be the focus of infection. The prostate gland is often the focus of infection 
in such diseases as erythema multiforme, erythema nodosum and focal dermatitis. 


RESIDUAL MORPHEA. 


A man, aged 36, had had brown areas of pigmentation on the trunk for 
several years. There had been no change during this time, and the lesions 
were asymptomatic. 

On the trunk, particularly about the lumbar region, are brown, speckled, 
slightly atrophic patches varying in size from 2 to 8 cm. in diameter. A few 
of the lesions are slightly violaceous. 


DARIER’S DISEASE? 


A woman, aged 34, in December, 1925, noticed papules on the dorsal surface 
of the forearms and neck. They were very pruritic. When lesions began 
to appear on the body and thighs she consulted a local physician who pre- 
scribed an ointment. She came to the clinic in February, 1926, when she 
presented many minute, discrete, follicular, keratotic lesions with horny plugs. 
The lesions were scattered over the forearms, trunk, neck, thighs and arms. 
One-half skin unit doses of roentgen ray for three doses and a weak salicylated 
ammoniated mercury ointment were prescribed in addition to ultraviolet lamp 
rays to tan. She returned in three months and the lesions on the arms were 
improved, while on the trunk they remained the same, as did the pruritus. 
Her last examination before presentation was in the early part of June when 
the follicular keratosis had disappeared from the arms and legs, and on the 
trunk acneform papules had developed from which the contents could be 
expressed. The ammoniated mercury was discontinued, and she was instructed 
to use Vleminckx’s solution, which she has done to the present. 
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DISCUSSION 


Dr. GOECKERMAN: This case needs a word of explanation. The original 
eruption presented by the patient differs from that seen today. There are, 
however, still some residual patches of the original lesions. These consisted 
of brown, follicular, keratotic plugs which were not sebaceous. The patient 
has been under treatment at home for the last month with ultraviolet light, 
Y% skin unit doses of roentgen ray and a 2 per cent salicylated ammoniated 
mercury ointment and Asiatic pills internally. Under this regimen considerable 
pigmentation has been produced. The original eruption, however, has receded 
and in its stead you see today the follicular lesions from which sebaceous 
material can readily be expressed. I believe that in this case the ointment 
applied for a considerable period has been responsible for the sebaceous papules, 
and it is apparent that a diagnosis of Darier’s disease is not justified at present. 
Further observation will be necessary. 

Dr. Sweitzer: I do not like to disagree with the diagnosis made, but I 
believe the present condition is due to some external irritant. I had a patient 
with a similar eruption of the chest, but there were no pustules. The applica- 
tion of an alcohol lotion speedily cured the lesions. 

Dr. H. R. Foerster: I treated one patient with roentgen rays and salicylic 
acid, and there was considerable improvement, but the lesions still showed 
the characteristic hyperkeratotic process diagnostic of the disease which in 
my opinion was not evident in the case presented. 

Dr. MICHELSON: I questioned the patient carefully concerning medication, 
and she stated that in the new aggravated area she had applied vigorously an 
ointment given by her home physician. I believe the present condition was 
that of vaselinoderma and suggest that it be treated only with alcoholic lotions 
which might prove or disprove this diagnosis. 


LicHEN PLANUS ANNULARIS ET ATROPHICUS. 


A woman, aged 31, had had dermatosis for eight years. The lesions spon- 
taneously involuted at times only to recur. They were located chiefly on the 
lower third of the trunk. She believed the eruption started following scabies, 
although the present lesions were but slightly pruritic. 

On the lower third of the trunk and hips were groups of papular lesions 
with polygonal shiny tops. There were also annular lesions, some in the 
process of involuting, leaving a pigmented and atrophic center while others 
had left only atrophy with no pigmentation. The tonsils and left antrum 
were infected. The blood Wassermann reaction was negative. 


LicHEN PLANUS OF THE SKIN AND Mucous MEMBRANE oF MOUTH AND VAGINA. 


A married woman, aged 46, had had pruritic lesions on the hands, wrists, 
feet and mouth, for the last five months. On the hands, wrists and feet were 
discrete and confluent, shiny, flat-topped polygonal violaceous papules. On 
the mucous membrane of the mouth and vagina were superficial gray patches 
with a stellate arrangement. On the tongue several atrophic patches were 
noted, and several of the plaques had become eroded. 

Section and culture from the mucous membrane of the mouth for Monilia 
were negative. 

DISCUSSION 


Dr. Micuetson: I would consider a possibility of seborrhea of the petaloid 
type. Although I have noted small papules I do not think that the annular 
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lesions are made up of individual papules arranged in rings. Microscopically 
the lichen planus is not demonstrable. 

Dr. NETHERTON: I wish to support the diagnosis as presented. Some of 
the annular lesions seemed to have resulted from the peripheral extension 
and clearing of a single lesion rather than from the grouping of numerous 
lesions. Atrophy is definite in some of the lesions and not typical of seborrhea. 

Dr. H. R. Foerster: I have examined several of the annular lesions with 
a hand glass and am convinced that they are made up of small papules, several 
of which are umbilicated. This would support the diagnosis of lichen planus 
annularis. 


Dr. Sweitzer: Attention should be called to the condition of the mucous 
membrane. The patient had rough lesions of the mucous membrane of the 
tongue, which is quite rare. I presented such a case at the American Derma- 
tological Association a few years ago but the patient had fine lesions of the 
tongue. In spite of the large lesions and other peculiarities, it resembled lichen 


planus. 

Dr. Ormssy: In one case I found flat papular lesions characteristic of 
lichen planus. The many lesions and their situation were strongly suggestive 
of dermatitis seborrheica. The lesions of the mucous membrane in another 
case were of interest because the patient had stomatitis with ulcerated lesions 
on the side of the tongue and on the buccal mucosa besides lichen planus. 


Lupus VULGARIS HyYPERTROPHICUS. 


A man, aged 22, had had lesions on the nose and cheeks since he was 12. 
He had marked scoliosis with pigeon breast, but there was no familial history 
of tuberculosis. The patient also presented classic lupus vulgaris of the 
hypertrophic type with involvement of the mucous membrane of the nasopharynx. 

This case illustrates the benefit from intensive Kromayer lamp therapy. 


BuLLous ICHTHYOSIFORM ERYTHRODERMA. 


A child, aged 4, since birth had had a bullous eruption of the type now 
presented. Following vaccination for smallpox at the age of 1 year, there 
was a temporary remission, with a subsequent flare-up. 

There was generalized eruption of isolated and grouped bullae varying in 
size from 1 to 10 cm. It was more marked on the extremities. The lesions 
were in various stages of formation and resolution, some developing on an 
erythematous base, others popping up on normal skin. A few were hemor- 
rhagic (trauma) and some were secondarily infected. On the tongue were 
blebs and the residue of previovs bullae while on the palms and soles there 
was well defined keratoderma. Trauma did not produce bullae and ichthyosis 
was mild. Blood culture and culture from the bullae were negative. 

The microscopic specimen showed bullae and a moderate lymphocytic 
infiltration throughout the corium. The rete pegs were flattened but there was 
a moderate amount of edema. An average amount of elastic tissue was present. 


DISCUSSION 
Dr. GAGER: This particular patient reminds me of two patients I have seen; 
a boy, aged 6, and another, aged 8. The boy of 6 was brought in with diffuse 
erythematous lesions of arms and soles and a diagnosis was made of erythema 
multiforme. He was sent to the hospital and within a few days bullous 
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lesions appeared. The bullous lesions had spread over the entire body. The 
second boy who came in the same week with bullous eruption with no apparent 
erythematous lesions, got well in the course of two or three weeks and had 
a relapse, following which erythematous lesions with bullae developed. The 
impression I have of this case, if it were not for the history, would be bullous 
erythema multiforme. I believe these cases of erythroderma in children, 
particularly of this type, are the papular dermatitis or erythema nodosum we 
see in adults. Because the skin in childhood is much more vascular and more 
prone to become acutely inflamed, we see acute bullous lesions. These two 
cases reacted rather well to the use of ordinary milk injections. I would 
recommend foreign protein treatment of bullous dermatitis in children. 


Dr. O_son: One important point in the diagnosis of erythroderma ichthyosi- 
forme is the keratoderma of the palms and soles, which is marked in this 
patient. It has been thought that the bullous lesions are mild forms of 
impetigo on nonresistant skin. I have obtained good results in bullous 
ichthyosiform erythroderma with weakly ammoniated mercury ointment. 

Dr. GOECKERMAN: This case has been of unusual interest to me because 
it illustrates one of the rare forms of bullous dermatosis in children. The 
first impression could readily be that of pemphigus or bullous erythema multi- 
forme, or of that occasionally seen in bullous eruptions, which at one time 
may show a picture of erythema multiforme, at another time of pemphigus 
and at another of dermatitis herpetiformis. I believe, however that in this 
case we are dealing with a definite dysgenetic type of bullous disease, the 
type that is probably akin in its genesis to that found in epidermolysis bullosa 
and certain forms of Brocq’s ichthyosiform erythroderma. The lesions have 
been present since birth. Associated with it there is marked hyperkeratosis 
of the palms and soles, and the general health of the patient during these 
years has remained excellent. It cannot be classified as classic epidermolysis 
bullosa because trauma is not a definite factor. The case does not show all the 
factors of ichthyosiform erythroderma, but to me it seems to belong to this 
group. The dysgenetic disturbances of the skin show so many strikingly varied 
pictures that it is practically impossible to subclassify these disturbances by 
a nomenclature descriptive of the pictures seen on the skin. 

Dr. OrmsBy: Dr. Goeckerman has summed up the important facts in this 
interesting and unusual case. An atypical form of epidermolysis bullosa is 
suggested. The lesions are largely in areas subjected to trauma, and the 
history is characteristic. Bullae in the mouth occur in the atrophic form of 
the disease, but there is no atrophy here as yet. The skin in general is pig- 
mented but not ichthyotic. Ichthyosiform erythroderma is really ichthyosis 
associated with redness and bullous lesions during the first several years. 
Pemphigus and multiform erythema can be ruled out. As Dr. Goeckerman 
brought out, the disorder might be due to congenital disturbance producing 
lesions resembling several known types of dermatoses, but not identical with 
any particular one. 


NopuLar ULceRATIVE SYPHILID. 


A married woman, aged 58, reported that the present ulcerations started 
about four years previous to admission. She had had a lesion on the right 
leg in a similar situation while pregnant twenty-three years previously. The 
lesion was ten years in healing and was thought to be a varicose ulcer. 
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On the left elbow and forearm and also involving the entire right lower 
leg were ulcerated, pigmented and atrophic areas. The borders were indurated 
and arciform and there was evidence of peripheral extension. The configura- 
tion of the areas involved was also acriform. The blood Wassermann reaction 
was strongly positive. Roentgenograms revealed old osteomyelitis of the 
lower third of the humerus, and slight periostitis of the tibia, with marked 
calcification of the vessels. 


PHOTODERMATITIS. 


A girl, aged 14, had dermatitis on the cheeks, lips, nose and hands following 
exposure to sunlight. This had been present from time to time since she was 
2 years old, although it had become worse recently. During the winters she 
was practically well but the lesions appeared readily on exposure to bright 
sunlight. There was nothing significant about the appearance of the dermatitis 
other than its distribution. If one arm was bandaged and the patient was 
exposed to sunlight, marked dermatitis appeared on the unbandaged arm. 
Similarly marked erythema appeared if she was exposed to the ultraviolet 
light for thirty seconds at a distance of 30 inches (76 cm.). 

The urine was negative for hematoporphrin on repeated examinations. 
Roentgenograms of the colon were negative; the basal metabolic rate was —18. 
Following the administration of thyroid extract, the patient has maintained a 
rate of +7 and +12. Repeated stool tests were positive for Entameba coli 
and Entameba histolytica. In addition to administrating thyroid, the patient has 
been instructed to avoid exposure to sunlight, and we plan now to treat the 
amebiasis. 

DISCUSSION 

Dr. NETHERTON: I hesitate to make these remarks in view of the history 
of the case. However, the case clinically suggests lupus erythematosus. There 
were definite keratotic plugs on the nose, and the lesions on the lip looked 
exactly like those in cases which are frequently diagnosed lupus erythematosus. 
It seemed strange that the patient should develop diffuse dermatitis on the 
hands on exposure to the actinic ray and only isolated spots on the face after 
exposure to this same ray. 

Dr. O’Leary: The distribution of the lesions present today is highly sug- 
gestive of lupus erythematosus but observation at various times for several 
years has convinced us that the case does not belong in that group. The entire 
absence of dermatitis on protection from sunlight has been demonstrated on 
several occasions and the dermatitis which develops following direct exposure 
to the sun is of the intense allergic type. The patient is presented today to 
call attention to the fact that intestinal amebiasis is so common in the allergic 
type of dermatitis that we are investigating it as a probable cause for hyper- 
sensitive dermatosis. Dr. Ormsby in the discussion on pellagra has cited the 
same principle that we have in mind for this group, the difference in the 
reactions of the skin being due to a different type of intestinal organism: in 
the allergic group Entameba coli, Entameba histolytica and Entameba nana are 
the organisms most frequently found. The gastro-enterologists attach little 
significance to the presence of these organisms unless they are producing 
symptoms. However, it is worthy of note that in a series of 100 of these patients 
positive reactions were noted in the stool examinations in 74 per cent; a control 
group picked at random approximates 6 per cent. Patients with gastro-intestinal 
‘complaints and positive stool reactions do not have dermatitis. Dietetic 
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management has been of no benefit, so at present, with the cooperation of 
Drs. Logan and Brown, the patients are being treated with stovarsol, yatren, 
emetin hydrochloride or arsphenamine, as the indications warrant. 

I appreciate that deductions by analogy offer many pitfails, but in a disease 
that is only temporarily relieved by local measures and is prone to recur, | 
believe that any suggested leads warrant thorough investigation. 


SysTEMIc SPOROTRICHOSIS OF THE TUBERCULOID TYPE. 


A woman, aged 23, noted a nodule on her left leg in April, 1925, which 
was followed in three days by the appearance of several similar lesions on 
the same leg. Over a period of several months similar lesions appeared on 
the opposite leg, the face, trunk and arms. The history suggested that the 
lesions started as subcutaneous painful nodules some of which broke down 
and suppurated in a week or ten days; others disappeared spontaneously in 
approximately a month. Because of a family history of tuberculosis she was 
placed in a sanatorium at home and followed a regimen for tuberculosis for 
several months. She was presented at the meeting of the Minnesota Dermato- 
logical Society in 1925,’ and the opinions favored the diagnosis of sporotrichosis 
or tuberculosis cutis. 

Roentgenograms of the lungs were negative, and except for cutaneous lesions, 
the general physical examination gave essentially negative results. Repeated search 
for sporothrix both with potassium hydroxide preparation and on culture was 
negative. Inoculation of three guinea-pigs on two separate occasions has been 
negative for tuberculosis bacilli and sporothrix. Two sections of skin, one 
from an ulcer and one from a new lesion, showed no evidence of tuberculosis. 

Rest and the continued use of potassium iodide have practically cured the 
patient. She is shown today because of the interest aroused when she was 
presented last autumn and because of the negative laboratory reports with 
the apparently successful iodide treatment. 


DISCUSSION 

Dr. Sweitzer: When the patient was shown before the Minnesota Dermato- 
logical Society her case caused considerable discussion. At that time she had 
several lesions on the lower extremities with some fairly deep ulcers. Many 
believed that the lesions were mycotic in spite of the fact that no organisms 
were found. Others believed they were tuberculous although biopsy showed no 
bacilli of tuberculosis. Potassium iodide was recommended. Some of the 
lesions were suggestive of nocardiosis. In any event the fact that the patient 
attained the present condition under potassium iodide would lend weight to 
the hypothesis of mycosis. 

Dr. H. R. Foerster: Although I did not see the patient, I believe that the 
response of the lesion to iodide and the failure of guinea-pig inoculation were 
strong evidence against tuberculosis, because invariably tuberculous granulomas 
do not improve on potassium iodide. Guinea-pig inoculations for tuberculosis 
are successful in a large percentage of such cases, while for sporothrix the) 
are not always satisfactory. I would suggest inoculation of white rats in 
testing for sporotrichosis. 


1. O'Leary, P. A.: A Case for Diagnosis, Arch. Dermat. & Syph. 13:585 
(April) 1926. 
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Dr. O'Leary: This patient was presented before this society last autumn. 
The biopsy showed no evidence of tuberculosis and a five day culture had not 
revealed a fungus. Because of our failure to prove that the lesions were 
tuberculous, the patient was treated with iodides because sporotrichosis was 
suspected. There has been marked improvement. She is presented today to 
show the result of treatment. Continued search by culture and guinea-pig 
inoculation has given negative results. Dr. Foerster’s suggestion of inoculating 
white rats instead of guinea-pigs is appreciated. 


NeEuROTIC EXcCoRIATIONS. 


An unmarried woman, aged 38, has had severe itching of the skin for the 
last three years. There were atrophic scars with pigmentation on the face, 
neck and forearms. Some of the scars were linear and the active lesions were 
excoriated streaks and papules. 

Examination gave negative results except for neurosis and chronic nervous 
exhaustion. The patient admitted scratching and picking the lesions. 


BLASTOMYcosIS Cutis, LOCALIZED. 


A boy, aged 17, had had a lesion about the left ankle for approximately 
twelve years. He had had considerable local and general treatment because 
the lesion was believed to be tuberculous and because of a maternal history 
of tuberculosis. When an infant he had an abscess in the lumbar region which 
was thought to be tuberculous. 

Encircling the left ankle was a verrucose and papillomatous plaque with 
no evidence of peripheral extension and no central healing. Pus could be 
obtained from the border of the lesion on removal of the crust. The tonsils 
were large and septic. Roentgenograms of the chest were negative. A roentgen- 
ogram of the ankle showed soft tissue tumor involving the lower third of the 
leg, with no apparent involvement of the tibia. 

The potassium hydroxide preparations for blastomyces were positive and 
cultures on glucose medium were positive for blastomyces. The specimen taken 
from the border of the lesion showed budding organisms in and about the 
miliary abscesses. 


SysTEMIC BLASTOMYCOSIS. 

A man, aged 33, was well until last February when he noted nodular swell- 
ing at the region of the seventh and eighth ribs on the right side. This broke 
down and a large quantity of pus drained. Since then the nodules had been 
present constantly over the chest, abdomen, flank, elbows and face, some of 


them breaking down and resulting in deepseated abscesses. March 20 he noticed 
ulceration on the ankles. The verrucose appearance of the lesions, particularly 
as noted on the face, was noted early in June. 


Roentgenograms of the chest were negative. Roentgenograms of the ankles 
showed marked destruction of the lower end of the tibia and fibula, probably 
due to osteomyelitis. The ovid and budding refractive yeastlike bodies were 
exhibited in the fresh potassium hydroxide preparations and in sections of the 
skin. Positive cultures were made on Sabouraud’s medium and on glucose 
agar. There was no growth on tartaric acid medium. After four or five days 
tiny, whitish spots appeared which in seven days had become about 1 to 2 mm. 
in diameter and were grayish and circular, and penetrated into the medium. 
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When the colony was removed with a wire it came out entire and left a pit 
in the medium. 

Preparations from this growth examined under the microscope showed 
segmented, branching mycelia. After about two weeks the colonies, which by 
this time had become from 4 to 5 mm. in diameter, showed a downy white 
growth in the center. Preparations made at this time contained clubbed 
mycelia and spores besides the filaments seen in young cultures. There was 
also an occasional colony resembling yeast cells; it had budding and 
rudimentary mycelia. 

DISCUSSION 


Dr. O’Leary: I should like to hear Dr. Montgomery discuss the case of 
systemic blastomycosis because of his interest in this patient and because his 
father, in conjunction with Dr. Walker and later Dr. Ormsby, first described 
the disease in this country in 1902. 

Dr. Montcomery: The case of systemic blastomycosis is of special interest 
to me. All the lesions started as subcutaneous nodules breaking down to form 
abscesses and only later involved the epidermis. When the patient was first 
seen, none of the lesions presented the characteristics of cutaneous blasto- 
mycosis; but while the patient was under observation, the lesions on the 
face assumed the verrucose characteristics of the cutaneous form. Budding 
organisms were readily demonstrated in the verrucose lesions, from the ulcers 
and from the pus aspirated from the subcutaneous abscesses. The characteristic 
double contoured refractive organisms with budding forms were also numerous 
in the histologic sections of a subcutaneous abscess. A study of these sections 
showed no changes in the epidermis or in the pars papillaris. The wall of the 
abscess was composed of leukocytes and mononuclears, and occasionally giant 
cells. No endospores were seen either in the direct smears or in the histologic 
sections. 

The cultures were indistinguishable in their characteristics from those of 
Coccidioides immitis, the organism found in coccidioidal granuloma, although 
budding organisms were readily demonstrated in these also. The demonstration 
of the budding organism in tissue and smears, however, differentiates this case 
from one of coccidioidal granuloma. The organism of the latter forms endo- 
spores; budding forms are never found in the tissues or in the direct smears. 


Dr. MicHELSON: It may be of interest to consider whether or not there is 
any relation to the occupation of those who work outdoors and those who work 
in offices. I recently saw an attorney who had blastomycosis. 

Dr. KEsstEr: I am interested in blastomycosis. Fifty per cent of the cases 
I have seen have been in patients who work outdoors. One patient was a 
child, aged 4, who played outside a great deal. I have had few cases of 
systemic blastomycosis; most of the patients were females. 

Dr. Ormssy: When blastomycosis and coccidioidal granuloma were first 
being investigated we relied on the character of the micro-organisms in the 
tissue and pus to determine the distinction. In the former, budding organisms 
are always found; in the latter, reproduction occurs by endogenous spore forma- 
tion, so no buds occur. On culture medium they both produce mycelia that 
are hard to distinguish. I have seen no cases of coccidioidal granuloma except 
in patients coming from California, and blastomycosis is rarely found in the 
far West. I have exchanged subcultures with Dr. Morrow and both groups 
of cultures grew. One patient with general blastomycosis whom we saw in 
Chicago recovered in California. The cutaneous lesions of systemic blasto- 
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mycosis consist of subcutaneous nodules and abscesses and superficial ulcers 
and in no way resemble the lesions of the purely cutaneous cases. The systemic 
cases like those of coccidioidal granuloma usually terminate fatally. 

The budding micro-organisms so nicely shown in the systemic case presented 
to day (in pus and sections of tissue), definitely identify it as blastomycosis. 


PELLAGRA (PRIMARY TYPE). 


A married woman, aged 50, became ill about January, 1925. Her complaint 
at that time was rather indefinite and her home physician after a general 
examination reported “lazy stomach.” She had consulted a number of physi- 
cians at different times since then but no diagnosis was made. She had gradu- 
ally been losing weight and getting weaker. In August, 1925, a rash developed 
on the back of the forearm which gradually spread to the back of the hand. 
About the same time some teeth had been extracted and the mouth and tongue 
became sore. This was attributed to the extractions (?). She had been on a limited 
diet, mostly carbohydrate, for approximately six months previous to the appear- 
ance of dermatitis but since the extraction of the teeth in September, 1924, 
she has had practically no meat or fresh vegetables and little, if any, milk. 
In May, 1926, there was a recurrence of dermatitis and since that time there 
has been a gradual increase of dementia. There has been no diarrhea of any 
significance and no history of pulmonary complications. 

On the patient’s admission to the hospital the dementia was more pro- 
nounced than the dermatitis. On the dorsal surface of the hands and forearms 
there was erythematous dermatitis with desquamation and pigmentation, some 
thickening in the older lesions and mild glossitis. The face and neck were not 
affected. A slight adenoma of the thyroid was noted. Neurologic examination 
showed no signs of changes in the spinal cord. The basal metabolic rate was 
—3. Stool cultured on tartaric acid and dextrose broth mediums revealed 
yeast but no mycelia or fluorescent substances. Roentgenograms of the chest 
and stomach were negative. 

The patient was given a diet high in vitamins, cod liver oil, yeast tablets 
and elixir of iron, quinine and strychnine. She has gained about 10 pounds 
(4.5 Kg.) and the dementia has entirely disappeared. The dermatitis has 
rapidly improved without local applications. 


PELLAGRA (SECONDARY TYPE). 


A woman, aged 58, gave a history of having had gastro-enterostomy per- 
formed elsewhere four years previous to admission. Examination at that time 
showed a small ulcer on the lesser curvature of the stomach with marked 
deformity of the pyloric end. March 3, 1926, operation was performed here; 
the old anastomosis was disconnected and a new one made. After leaving here 
and because of her difficulty following the previous operation, the patient’s diet 
consisted essentially of cereals and bread. She had been on a similar diet 
previous to her operation because of the gastric discomfort caused by heavier 
foods. The latter part of April she had a sore tongue; acute dermatitis appeared 
on the backs of the hands and there were also blebs and erythema followed 
by definite scaling. During the last weeks she has noticed the appearance of 
similar dermatitis on the nose. No diarrhea or mental symptoms are present 
although she has been weak and somewhat mentally depressed since the 
operation. She was greatly emaciated. 

There was marked scaly, roughened and pigmented dermatitis on the hands 
and wrists. On the left side of the nose a similar patch of dermatitis was 
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noted; subacute glossitis was also present. Roentgenograms revealed gastric 
ulcer and deformity of the pyloric end of the stomach, and marked emaciation. 
The neurologic examination gave negative results. No parasites or ova were 
found in the stools. 

Treatment consisted of a diet rich in vitamins, similar to that shown in 





the preceding case. 


PELLAGRA (SECONDARY TYPE). 


A man, aged 57, came to the clinic because of gastric distress of four 
months’ duration. An eruption, first noticed May 1, 1926, began on the back 
of each hand. Following some local treatment it disappeared, but two weeks 
ago it reappeared. A “black ointment” was then applied which burned some- 
what and caused the skin to peel. The eruption had appeared on the face 
about a week previously. The patient has had no diarrhea in the last few 
months but has avoided eating vegetables and meat. 

On the hands, forearms, cheeks, nose and anterior part of the neck is a 
“dirty” appearing, scaly dermatitis, definitely demarcated. The patient is ill 
and unkempt. A roentgenogram revealed operable carcinoma of the stomach. 
Moniliae were found in the stool. 


DISCUSSION 


Dr. O'Leary: The two types of pellagra represented by these three patients 
call attention to the consideration of some etiologic possibilities of the disease. 
The patient with carcinoma of the stomach and the one who recently had a 
second gastro-enterostomy performed because the first anastomosis was mal- 
functioning, are good examples of the secondary type of pellagra. Although 
many patients with various types of gastric lesions have operations performed 
at this clinic we have seen only three with pellagra and carcinoma in the 
gastro-intestinal tract and five in whom pellagra developed after the anastomosis 
was made and did not function properly. In the former group all patients have 
died after operation, while in the latter, the symptoms and signs of pellagra 
disappeared when the old anastomosis was taken down and a new opening 
made, permitting a general diet. The presence of the gastric lesions causes the 
patient to place himself on a diet lacking in the essential vitamins. Our 
effort to demonstrate the presence of a fungus in the stools of patients with 
the primary types of pellagra has been successful in a large proportion of 
cases. In a recent contribution on pellagra, Mook and Weiss expressed the 
belief that the diet either promotes the development of, or at least does not 
retard the reproduction of, these organisms. From the sixty sporadic cases 
of pellagra that we have observed in this clinic, the infectious characteristics 
of the disease have been conspicuous by their absence. Our observations con- 
firm the impressions previously reported that the presence of a fungus in the 
intestinal tract, the exact nature of which is not determined, when either 
stimulated or not restrained by diet, is a prominent factor in hypersensitizing 
these patients. By keeping the patients ambulatory and giving them large 
doses of cod liver oil and yeast, in addition to a mixed diet high in vitamin 
content, we have noted striking results. The removal of the cause of the 
mechanical interference, such as the carcinoma or malfunctioning anastomosis. 
is indicated when possible. 


Dr. Ormssy: The cases shown today are interesting in that they add 


evidence to the nutritional side of the etiology of the disease. Comparatively 
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recently cases have been recorded in which the nutrition was interfered with 
by the presence of organic gastric disorders. My impression in the work with 
the pellagra commission in Illinois some years ago was that the disease was 
infectious. Not infrequently we saw the disease develop and spread through 
an entire ward. In some cities in the South it appeared in certain neighbor- 
hoods. I have seen numerous examples of the disease in patients in whom 
the diet was correct. Imperfectly balanced diet is undoubtedly a factor, but 
as yet it cannot be considered the entire cause of the disease. Jobling and 
\rnold found a fungus in pellagrous patients capable of producing fluorescent 
substances. Their results suggest the possibility of the disease being due to 
absorption of photodynamic substances from the intestinal tract produced by 
fungi when the diet consists largely of carbohydrate. There has been a marked 
decrease in the number of such patients during the last few years. Fifteen 
years ago the disease was prevalent, now it is so rare we hardly have material 
for teaching purposes. There is also a so-called pseudopellagra, a type occur- 
ring in the presence of chronic alcoholism. Clinically these closely resemble 
the ordinary forms. 


PAPULONECROTIC ZTUBERCULIDS (FOLLICLIs). 


A woman, aged 24, had had papular lesions on the hands, elbows, knees 
and ears for about nine years. On the finger pads and elbows were discrete 
papules with necrotic centers from which a plug could be removed. The scarring 
from previous lesions could be noted on the fingers, elbows, ears and knees. 
The patient also had definite dental sepsis but no clinical evidence of 
tuberculosis. 

Roentgenograms of the chest exhibited rather marked infiltration of the leit 
upper lung suggestive of tuberculosis, probably not active. There was no 
familial history of tuberculosis. 


DISCUSSION 


Dr. O'LEARY: The patient is shown to call attention again to the value 
of nonspecific arsphenamine in the treatment of tuberculids as suggested by 
Stokes. The demonstrable foci of infection have been removed but no gastro- 
intestinal complications have been elicited. The ultraviolet light is given 
for its tonic effects and not used locally for the ulcers. 

Dr. Sweitzer: We have recently tried arsphenamine for erythema induratum 
of the extremely extensive type. We had one case in which the lower leg was 
practically one big ulcer. The patient was given arsphenamine and lamp treat- 
ment and the ulcer healed satisfactorily. 


UNIVERSAL EXFOLIATIVE DERMATITIS FOLLOWING PsorIASIs. 


A man, aged 43, had psoriasis nineteen years previous to admission. In 
lune, 1924, it became generalized and since that time, the patient has never 
heen free from exfoliation of the entire body. 

Examination disclosed generalized exfoliative dermatitis. Tests including 
complete differential blood count and study of the microscopic changes of a 
ervical gland gave negative results. 

The patient has been variously treated and has improved considerably 
under the continued use of colloid baths, averaging from twenty to twenty-one 


hours a day for more than six weeks. However, it has been necessary to dis- 


mtinue the baths because of persistent muscle cramps in the legs. 
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DISCUSSION 


Dr. Irvine: I was particularly interested in this patient because several 
months ago I had some correspondence with him relative to his condition. 
The case reminds me of one I demonstrated before the society on two occasions. 
The patient had exfoliating dermatitis following generalized psoriasis. His 
trouble was greatly influenced by diet, improving on a low protein diet. On 
one or two occasions attacks were apparently precipitated by overindulgence 
in protein. The last time he was under my care, after exhausting nearly all 
ideas on treatment, he improved greatly on mild violet ray exposures and milk 
injections. This patient was a traveling salesman so he had an opportunity 
to judge effects of climate, and as he had been much better while in California 
he moved there. I have heard, however, from Dr. Frost of Los Angeles that 
he has had at least two attacks of generalized dermatitis since he has been 
there. 

Dr. Kess_ER: My patients with exfoliative dermatitis were treated first 
with injections of whole blood. I thought for a time that they improved 
slightly. Milk injections did not seem to be beneficial. Finally, the use of 
sulpharsphenamine in weekly doses, seven or eight injections, seemed to give 
better results. 

Dr. Ormssy: General exfoliative dermatitis, whether primary or secondary 
to psoriasis or other dermatosis, is a serious disorder. At least 50 per cent 
of the cases terminate fatally. I have recently treated a severe case, in which 
the condition was secondary to psoriasis, with intravenous injections of sodium 
salicylate, with marked improvement. I do not use this method in cases of 
ordinary psoriasis, but I felt justified in its employment in this instance. 


DERMATITIS EXFOLIATIVA? ERYTHRODERMA? 


A man, aged 53, had had dermatitis on the chest two and a half years 
before admission. Pruritus was intense and he was given a solution of potas- 
sium arsenite (Fowler’s solution) and roentgen-ray treatment followed by 
Asiatic pills for two months. This was repeated later for four months. He 
had had one. remission since the onset. Last spring the eruption generalized. 
and he has remained about the same for the last four months. 

On the trunk and scattered about on the arms and legs, are patches of 
erythema with some thickening and and scaling. Mottled pigmentation with 
thickening and keratosis of the palms is also noted. Half a dozen furuncles 
are present in the axilla. There is moderate axillary, cervical and inguinal 
adenopathy, but no infiltrated plaques. There were some suggestive follicular 
papules on the back of the phalanges. No parasites or ova were found in the 
stool. A roentgenogram of the chest including the mediastinum was negative. 
The differential blood count was normal and the axillary gland was inflamed. 
Biopsy revealed chronic inflammation of the chest wall with leukocytic 
infiltration. 

DISCUSSION 

Dr. PArKHURST: I believe the lesions are definitely follicular and suggestive 
of pityriasis rubra pilaris. 

Dr. Ormssy: My impression is that this is not a case of ordinary dermatitis 
exfoliativa but of erythroderma which will be followed possibly by other signs 
of mycosis fungoides; or blood changes of leukemia may develop, or an allied 
disorder of this group. I saw the patient a few months ago and he already 
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had intense itching and areas of redness suggestive of the plaques seen early 
in mycosis fungoides. 


DIAGNOSIS ? 


A woman, aged 57, had a lesion on the back that was first noticed about 
twelve years before admission. Three years previously it became pruritic and 
increased in size About a year ago, it showed evidence of bleeding early and 
a tendency to ulceration, and the pruritus increased. Three months ago a 
nodule was removed from the right breast which the home physician reported 
as epithelioma (microscopically). 

In the intrascapular region was a well defined raised plaque varying from 
12 to 15 cm. in diameter, of stony hardness, and partially attached to under- 
lying structures. It varied in color from dark brown to purple, and at one or 
two points on the border was verrucose. Radiating peripherally were indurated 
pigmented linear bands. The lesion bled freely on slight trauma although no 
areas of ulceration were noted at first examination. Following biopsy wounds 
broke down and produced ulcers from 4 to 5 cm. in diameter. There were 
two smail scars over both shoulders, supposedly the residue of similar lesions. 
Under the right breast was a healing wound where the nodule had been removed 
which was diagnosed microscopically as carcinoma. The duration, color, stony 
hardness and partially attached and hemorrhagic characteristics warranted 
the clinical diagnosis of sarcoma. Biopsy showed the formation of dense fibrous 
tissue similar to that found in benign fibroma. Repeated examinations of 
several sections revealed no evidence of malignancy. A series of seven Wasser- 
mann tests following a provocative injection of arsphenamine gave completely 


negative reactions. A roentgenogram of the spine was negative and there was 
no clinical evidence of primary neoplasm. 


DISCUSSION 

Dr. Sweitzer: At first glance I thought the patient had fungus infection. 
I would consider syphilis first on account of the configuration of lesions at 
biopsy. The duration is rather long for syphilis, but the patient had some 
serpiginous lesions and some scarring. I would diagnose the case syphilis. 

Dr. H. R. Foerster: I remember Dr. Stokes calling attention to the fact 
that histologic diagnosis of sarcoma had occasionally been made in cases in 
which the patient was found to be syphilitic. I believe it is more satisfactory 
to base a conclusion in this case on both a clinical and a therapeutic study. 
The histology does not rule out syphilis. 

Dr. MicHELSoN: I have examined the slide microscopically and found it to 
consist largely of fibrous tissue. I do not recall having seen such a picture in 
syphilis nor do I believe it to be fibrosarcoma because of its long duration. 

Dr. NETHERTON: To me the condition appeared more like sarcoid. It 
resembled a case of mine in which the infiltration and smooth surface were 
definite. The lesions had been excised several times with recurrence each time 
as in the cases described by Darier. The patient was subsequently treated with 
roentgen ray but she dropped out of sight and for this reason the results 
are not known. I thought at first that this was a case of malignancy but later 
did not hold this opinion. 

Dr. Ormspy: Neither the clinical nor the microscopic observations here 
are sufficiently characteristic to make a positive diagnosis. In view of the 
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possibility of syphilis, injections of arsphenamine might be employed. It seems 
likely that this treatment will clear up the disorder. 


Note.—Following six injections of arsphenamine and thirty intramuscular 
injections of mercuric succinimide (4% grain) and potassium iodide there has 
been slight improvement, the type of response usually noted from the non- 
specific rather than specific effects. The stony induration remains the same. 
Antisyphilitic measures will be continued. 
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